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THIS 5-YEAR STUDY SHOWS... 
CONTINUED EFFICACY 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Recent reports comparing the effectiveness of various antibiotics against 
commonly encountered pathogens indicate that CHLOROMYCETIN (chlor- 
amphenicol, Parke-Davis) has maintained its high degree of effective- 
ness.!-> It is still highly active against many strains of staphylococci,!® 
streptococci,*7 pneumococci,” and gram-negative!*:7,9.10 organisms. 


CHLOROMYCETIN is a potent therapeutic agent, and because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately or 
for minor infections. Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 
77:844 (Nov. 1) 1957. (2) Schneierson, S. S. J. Mount Sinai Hosp. 25:52 (Jan.-Feb.) 1958. (3) Koch, R., 
& Donnell, G.: California Med. 87:313, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: A Five-Year 
Study of the Antibiotic Sensitivities and Cross Resistances of Staphylococci in a General Hospital, paper 
presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. (5) Doniger, D. E., & 
Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (6) Royer, A.: Changes in Resistance to Various 
Antibiotics of Staphylococci and Other Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, 
Washington, D. C., Oct. 2-4, 1957. (7) Hasenclever, H. F: J. Iowa M. Soc. 47:136, 1957. (8) Josephson, 
J. E., & Butler, R. W.: Canad. M.A.J. 77:567 (Sept. 15) 1957. (9) Rhoads, P. S.: Postgrad. Med. 21:563, 
1957. (10) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. 
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IN VITRO SENSITIVITY OF FOUR COMMON PATHOGENS 
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COMPREHENSIVE VAGINITIS REGIMEN 


Powder Insufflation 
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Tablet Insertion 


Floraquin Rebuilds the Defense 
Mechanism in Vaginitis 


Combined office and home treatment with Floraquin 


provides a comprehensive regimen which encourages restoration 


of the normal “acid barrier” to pathogenic infection. 


Vaginal secretions normally show a high 
degree of protective acidity (pH 3.8 to 4.4). 
When this “acid barrier” is disturbed, growth 
of benign Doderlein bacilli is inhibited and 
that of pathogens encouraged. Floraquin not 
only provides an effective protozoacide and 
fungicide (Diodoquin") destructive to path- 
ogenic trichomonads and yeast, but also 
furnishes sugar and boric acid for reestab- 
lishment of the normal vaginal acidity and 
regrowth of the normal protective flora. 
Suggested Office Floraquin Insufflation 

“,.. the vagina is treated daily by swab- 
bing with green soap and water, drying and 
insufflation of Floraquin powder.’’* 


Suggested Home Floraquin Treatment 

“The patient is also issued a prescription 
for Floraquin vaginal suppositories which 
she is instructed to insert high into the vagina 
each evening. On the morning following each 
application of these suppositories, the patient 
should take a vinegar water douche... .”* 

A Floraquin applicator is supplied with 
each box of 50 Floraquin tablets. G.D. Searle 
& Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Williamson, P.: Trichomonad Infestation, M. Times 84:929 
(Sept.) 1956. 
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When tetracycline therapy indicated 


References: 1. Council on Drugs, A.M.A.: 
J.A.M.A. 166:52, 1958. 2. Prac- 
titioner 179:465, 1957. d 


and Felix, 

J., and K: ibid. 4:408, 
Putnam, L. E.: Ibid. 4:470, 1957. 8. Rein, 
R., and Fleischmajer, R.: Ibid. 4: aes 1957. 
Veich, H., Lewis, C. N., Staffa, i. and 

W. W.: Ibid. 4: 215, 1957. Ae. Cronk, 
G. A., Naumann, i 
biotics Annual, 


, Medical Encyclopedia, New 
York, p. 397. 11. Dube, A. H.: Ibid. p. 409. 
12. Hubel, K. A., Palmieri, B., and Bunn, P. A.: 
Ibid. p. 443. 13. Kaplan, M. A., Albright, 
and F. H.: 
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THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.S. PAT. NO. 2,791,609 


1 , Tetrex requires no “activating additive” 


— it is purely tetracycline phosphate complex, with an inherent, 
chemically unique property of being rapidly and efficiently 
absorbed. 


Each Tetrex Capsule contains: 


Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg. 
Excipient: Lactose q.s (tetracycline HCI activity) 


2  Tetrex produces "peak high’ tetracycline 
| serum levels 


— over 5000 human blood determinations after oral or intramus- 
cular administration have consistently demonstrated fast, high, 
prolonged serum levels in patients of all ages.*:>+®7+8:9:10.11,12,15,14,15 


| Tetrex has an impressive documented 
record of clinical effectiveness 


— more than 170 million doses of tetracycline phosphate com- 
plex in 1957, with 5 published clinical reports by 9 investigators 
on 826 patients.**”*'° Clinical evaluation: “should probably 
be considered an improvement over, and an ultimate replace- 
ment for, the older tetracycline hydrochloride.” '® 


BRISTOL LABORATORIES INC., Syracuse, New York 
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infant feeding 


Standard formulas for WELL INFANTS 


Since age, appetite and digestive capacity 
vary, hospital practice favors an individual- 
ized formula for each infant. 


The total daily feeding usually amounts to 2 
ounces of milk per pound of body weight, plus 
1 ounce of Karo Syrup with enough water to 
satisfy fluid requirements. 


The newborn usually takes from 2 to 3 ounces 
of formula per feeding; the very young infant, 
4 to 5 ounces—the daily quota yielding over 
50 calories for each pound the infant weighs. 
The quantity per feeding should not exceed 
8 ounces, 


Newborns are fed at 3 to 4 hour intervals 
throughout the 24-hour period—the 2 or 3 
A.M. feeding is discontinued after the neo- 
natal period. In the third or fourth month the 
10 or 12 P.M. feeding is discontinued, once 
the infant fails to awaken for the bottle. 
Standard but individualized formulas which 
constitute the hospital infant feeding regimen 
are shown here. 


WHOLE MILK FORMULAS 
Each 

Age Cow's Milk Water KARO Feeding Feedings Total 
Months Fiuid Oz. Oz. Tbsp. Oz. in24HHrs. Calories 
Birth 


2 


2 
3 
3 
342 
4 
4 


EVAPORATED MILK FORMULAS 
Evap. Each 
Age Milk Water KARO Feeding Feedings Total 
Months Fluid Oz. , Tbsp. Oz. in 24 Hrs. Calories 
3 
4 
5 
6 
642 
7 
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ADVANTAGES OF KARO®IN INFANT FEEDING 


Composition: Karo Syrup is a 
superior dextrin-maltose-dextrose 
mixture because the dextrins are non- 
fermentable and the maltose is rap- 
idly transformed into dextrose which 
requires no digestion. 
Concentration: Volume for vol- 
ume Karo Syrup furnishes twice as 
many calories as similar milk modi- 
fiers in powdered form. 

Pu rity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and 
devoid of pathogenic organisms. 
Low Cost: Karo Syrup costs 1/5 
as much as expensive milk modifiers 
and is available at all food stores. 
Free to Physicians —Book of 
Infant Feeding Formulas with con- 
venient schedule pads. Write: 


Medical Division 
CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 


i] 
l 12 13 4 6 390 
2 15 13 442 6 480 
é 3 17 9 5 5 520 
4 20 11 6 5 610 
5 23 11 61 5 700 


Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize 


major deterrents to all previous steroid therapy 
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Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 


(averages Vig less than prednisone) 


O a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


Q No sodium or water retention 
O No potassium loss 
Q No interference with psychic equilibrium 


() Low incidence of peptic ulcer and osteoporosis 
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Biological Effects of 


with 
particular emphasis 


Kidney function 


Animal studies on aristocorTt! have not dem- 
onstrated any interference with creatinine or 
urea clearance. Autopsy surveys of organs of 
animals on prolonged study of this medication 
have shown no renal damage. 


Sodium and water 


ARISTOCORT produced an increase of 230 per 
cent of water diuresis and 145 per cent sodium 
excretion when compared to control animals.’ 
Metabolic balance studies in man revealed 
an average negative sodium balance of 0.8 
Gm. per day throughout a 12-day period on a 
dosage of 30 mg. per day.* Additional balance 
studies showed actual sodium loss when 
ARISTOCORT was given in doses of 12 mg. 
daily.* Other investigators observed significant 
losses of sodium and water during balance 
studies and that those patients with edema 
from some older corticosteroids lost it when 
transferred to ARISTOCORT.*” In two studies of 
various rheumatic disorders (194 cases) on 
prolonged treatment, sodium and water reten- 
tion was not observed in a single case.*:? 


Potassium and chlorides 


There was no active excretion of potassium 
or chloride ions in animals given mainte- 
nance doses of ARISTOCORT 25 times that 
found to be clinically effective.’ Potassium 
balance studies in humans** revealed that 
negative balance did not occur even with 
doses somewhat higher than those employed 
for prolonged therapy in rheumatoid arthri- 
tis. Hypokalemia, hyperkalemia or hypochlo- 
remia did not occur, when tested, in 194 
patients with rheumatoid arthritis treated for 
up to ten and one-half months.®:‘ 


A\ristOcort 


Calcium and phosphorus 


Phosphate excretion in animals’ was not 
changed from normal even with amounts 25 
times greater (by body weight) than those 
known to be clinically effective. Human met- 
abolic balance studies* demonstrated that no 
change in calcium excretion occurred on dos- 
ages usually employed clinically when the 
compound is administered for its anti-inflam- 
matory effect. Even at a dosage level twice 
this, slight negative balance appeared only 


during a short period. 


Protein and nitrogen balance 


Positive nitrogen balance was maintained dur- 
ing a human metabolic study on mainte- 
nance dosage of 12 mg. per day.* At dosages 
two to three times normal levels, positive bal- 
ance was maintained except for occasional 
short periods in metabolic studies of several 
weeks’ duration.*"* 

There was always a tendency for normali- 
zation of the A/G ratio and elevation of blood 
albumin when aristocortT was used in treat- 
ing the nephrotic syndrome.® 
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Liver glycogen deposition and 
inflammatory processes 


An intimate correlation exists between the 
ability of a corticosteroid to cause deposition 
of glycogen in the liver and its capacity to 
ameliorate inflammatory processes. 

In animal liver glycogen studies, relative 
potencies of ARISTOCORT over cortisone of up 
to 40 to 1 have been observed. Compared to 
ARISTOCORT, five to 12 times the amount of 
prednisone is required to produce varying but 
equal amounts of glycogen deposition in the 
liver. 

Most patients show normal fasting blood 
sugars ON ARISTOCORT. Diabetic patients on 
ARISTOCORT may require increased insulin 
dosage, and occasional latent diabetics may 
develop the overt disease. 


Anti-inflammatory potency of ARISTOCORT 
was determined by both the asbestos pellet’ 
and cottonball® tests. It was found to be nine 
to 10 times more effective than hydrocortisone 
in this respect. 


Gastric acidity and pepsin 


The precise mode of ulcerogenesis during 
treatment with corticosteroids is not known. 
There is much experimental evidence for be- 
lieving this may be related to the tendency of 
these agents to increase gastric pepsin and 
acidity—and this cannot be abolished by vagot- 
omy, anticholinergic drugs or gastric antral 
resection.'® Clinical studies" of patients on 
ARISTOCORT revealed that uropepsin excretion 
is not elevated. Further, their basal acidity 
and gastric response to histamine stimulation 
were within normal limits. 


Central nervous system 


The tendency of corticosteroids to produce 
euphoria, nervousness, mental instability, oc- 
casional convulsions and psychosis is well 
known.!* The mechanism underlying these 
disturbances is not well understood. 

ARISTOCORT, on the contrary, does not pro 
duce a false sense of well being, insomnia or 
tension except in rare instances. In the treat- 
ment of 824 patients, for up to one year, not 
a single case of psychosis has been produced. 
In general, it appears to maintain psychic 
equilibrium without producing cerebral stim- 
ulation or depression. 
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The Promise of A\PIStOCOrt 


in Reduction of Side Effects 


') It is axiomatic to afhirm that the undesirable 


collateral hormone effects of corticosteroids 
increase in frequency and severity the higher 
the dosage and the longer used. 

It has also become well recognized that the 
most serious of the major side effects from 
long-term corticosteroid treatment are peptic 
ulcers, osteoporosis with fracture, drug psy- 
chosis and euphoria, and sodium and water 
retention leading often to general tissue 
edema and hypertension. 

It is significant that of the close to 400 pa- 
tients on the lower dosage schedules found 
effective in bronchial asthma and dermato- 
logic conditions, only | case of peptic ulcera- 
tion has developed. No other of the above 
side effects have been observed even though 
ARISTOCORT was administered continuously 
to them for periods as long as one year. 

The treatment of rheumatoid arthritis with 
steroids appears to result in the highest inci- 
dence of side effects. For this reason, the side 
effects associated with aristocorT therapy in 
292 patients with rheumatoid arthritis are 
reported below. 


Peptic Ulcer 


The occurrence of peptic ulcer in 292 pa- 
tients with rheumatoid arthritis treated con- 
tinuously for up to one year with ARISTOCORT 
is approximately | per cent (2 of the 3 
occurred in patients transferred from predni- 
sone). In the remaining 532 cases recently 
analyzed, only one ulcer has been discovered 
in a patient who apparently had no ulcer 
when he was changed from another steroid. 


Osteoporosis and 
Compression Fractures 


The occurrence of osteoporosis with com- 
pression fracture in 292 patients with rheu- 
matoid arthritis treated continuously for up to 
one year with aristocort is 0.33 per cent 
Cl case’). Although these results are encour- 
aging, determination of the true incidence 
of osteoporosis will have to await the passage 
of more time. 


Euphoria and Psychosis 


The euphoria so commonly produced by all 
previous corticosteroids has seemed a most 
desirable attribute to patients. In penalty, 
however, they have often later to pay for this 
by mental disturbances, varying from mild 
and transitory to severe depression and psy- 
chosis,* and toxic syndromes producing even 
convulsions and death.’ 

Since the onset of these complications is not 
directly related to duration of steroid admin- 
istration,’ the fact that not one case of psy- 
chosis occurred in 824 patients treated with 
ARISTOCORT, is Most encouraging. 
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Sodium Retention—Hypertension- 
Potassium Depletion 


When 17 patients were changed from predni- 
sone to ARISTOCORT, |] rapidly lost weight al- 
though only one had had visible edema.® 
Sodium and water retention, hypokalemia 
or hyperkalemia and steroid hypertension did 
not appear in 194 rheumatoid arthritis pa- 
tients treated with AaRIsTocorT.!:® 

The interrelation between blood and body 
sodium, and steroid hypertension has long 
been generally appreciated.* Except in 
rare instances, or when unusually high doses 
are used (e.g., leukemia), the problem of 
edema and hypertension caused by sodium 
and water retention, has been eliminated 
with ARISTOCORT. 


Minor Side Effects 


Collateral hormonal effects of less serious con- 
sequence occurred with approximately the 
same frequency as with the older corticoster- 
oids.' These include erythema, easy bruising, 
acne, hypertrichosis, hot flashes and vertigo. 
Several investigators have reported symptoms 
not previously described as occurring with 
corticosteroid therapy, e.g., headaches, light- 
headedness, tiredness, sleepiness and occa- 
sional weakness. 

Moon facies and buffalo humping have 
been seen in some patients on ARISTOCORT. 
However, arnistocort therapy, in many in- 
stances, resulted in diminution of “Cushin- 
goid” signs induced by prior therapy. Where 
this occurs, it may be related to reduced 
dosage on which patients can be maintained. 


Reduction of dosage 
by one-third to one-half 


In a double-blind study of comparative dos- 
age in patients with rheumatoid arthritis,’ 
70 per cent of the cases were as well controlled 
on a dose of arnistocortT one-half that of pred- 
nisone. A general recommendation can be 
made that aristocort be used in doses two- 
thirds that of prednisone or prednisolone in 
the treatment of rheumatoid arthritis. There 
are individual variations, however, and each 
patient should be carefully titrated to produce 
the desired amount of disease suppression. 
Comparative studies, of patients changed 
from prednisone, indicate reduced dosage of 
ARISTOCORT in bronchial asthma and allergic 
rhinitis (33 per cent),® and in inflammatory 
and allergic skin diseases (33-50 per cent). 


General Precautions and 


Contraindications 


Administration of Aristocort has resulted 
in lower incidence of major serious side 
effects, and in fewer of the troublesome minor 
side effects known to occur with all previously 
available corticosteroids. However, since it is 
a highly potent glucocorticoid, with profound 
metabolic effects, all traditional contraindica- 
tions to corticosteroid therapy should be ob- 
served. 

No precautions are necessary in regard to 
dietary restriction of sodium or supplementa- 
tion with potassium. 

Since ARISTOCORT has less of the traditional 
side effects, the appearance of sodium and 
water retention, potassium depletion, or 
steroid hypertension cannot be used as signs 
of overdosage. As a rule patients will lose 
some weight during the first few days of 
treatment as a result of urinary output, but 
then the weight levels off. 

Patients do not develop the abnormally 
voracious appetite common to previous corti- 
costeroid administration. In fact, some patients 
experienced anorexia, and it is advisable to 
inform patients of this and to recommend 
they maintain a normal intake of food, with 
emphasis on liberal protein intake. 

While precipitation of diabetes, peptic 
ulcer, osteoporosis, and psychosis can be ex- 
pected to appear rarely from ARISTOCORT, 
they must be searched for periodically in 
patients on long-term steroid therapy. 

Traditional precautions should be observed 
in gradually discontinuing therapy, in meet- 
ing the increased stress of operation, injury 
and shock, and in the development of inter- 
current infection. 

There is one overriding principle to be ob- 
served in the treatment of any disease with 
ARISTOCORT. The amount of the drug used 
should be carefully titrated to find the smallest 
possible dose which will suppress symptoms. 
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()aristocort therapy has been intensely and 


extensively studied for periods up to one year 
on 292 patients with rheumatoid arthritis. 

Significant is the fact that most patients were 
severe arthritics, transferred to ARISTOCORT 
from other corticosteroids because satisfactory 
remission had not been attained, or because 
the seriousness of collateral hormonal effects 
had made discontinuance desirable. 


Results of treatment 


Freyberg and associates! treated 89 patients 
with rheumatoid arthritis (A. R. A. Class Il 
or III and Stage II or III]. Of these, 51 were 
on ARISTOCORT therapy from three to over 10 
months. In all but a few patients, satisfactory 
suppression of rheumatoid activity was ob- 
tained with 10 mg. per day. Thirteen were 
controlled on 6 mg. or less a day, and for 
periods to 180 days. The investigators reported 
therapeutic effect in most cases to be A. R. A. 
Grade II (impressive) and that marked re- 
duction in sedimentation rates occurred. 

Ancther interesting observation in this 
study: Of the 89 patients treated, 12 had ac- 
tive ulcers, developed from prior steroid ther- 
apy. In six patients, the ulcers healed while 
on doses of ARISTOCORT sufficient to control 
arthritic symptoms. 

Hartung” treated 67 cases of rheumatoid 
arthritis for up to 10 months. He found the 
optimum maintenance dose to be 11 mg. per 
day. Nineteen of these patients were treated 
for six to 10 months with an “excellent” thera- 
peutic response. 


Promise of 


Rheumatoid Arthritis 


Dosage and course of therapy 


The initial dosage range recommended is 14 
to 20 mg. per day—depending on the severity 
and acuteness of signs and symptoms. Dosage 
is divided into four parts and given with 
meals and at bedtime. Anti-rheumatic effect 
may be evident as early as eight hours, and 
full response often obtained within 24 hours. 
This dosage schedule should be continued 
for two or three days, or until all acute mani- 
festations of the disease have subsided, 
whichever is later. 

The maintenance level is arrived at by re- 
duction of the total daily dosage in decre- 
ments of 2 mg. every three days. The range 
of maintenance therapy has been found to 
be from 2 mg. to 15 mg. per day—with only 
a very occasional patient requiring as much 
as 20 mg. per day. Patients requiring more 
than this should not be long continued on 
steroid therapy. 

The aim of corticosteroid therapy in rheu- 
matoid arthritis is to suppress the disease only 
to the stage which will enable the patient to 
carry out the required activities of normal 
living or to obtain reasonable comfort. The 
maintenance dose of ARISTOCORT to achieve 
this end is arrived at while making full use of 
all other established methods of controlling 
the disease. 

ARISTOCORT is available in 2 mg. scored tablets 
(pink); 4 mg. scored tablets (white). Bottles 
of 30. 
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The Promise of A\rigtOecort 


| About 200 patients with respiratory allergies 
have been treated with aristocort for con- 
tinuous periods up to eight months. 


Results of treatment 


Sherwood and Cooke!:? gave ARISTOCORT to 
42 patients with bronchial asthma and allergic 
rhinitis. Average dose needed to control the 
asthmatic group was approximately 6 mg. per 
day (range, 2 to 14 mg. ). Results, which were 
called “good to excellent” in all but four, were 
achieved on one-third less than similarly ef- 
fective doses of prednisone or prednisolone. 

The investigators noted other major im- 
provements in ARISTOCORT therapy over the 
older steroids. There was no increase in blood 
pressure in any patient: on the contrary, in 
12 patients, there was reduction of pressure 
when they were transferred to ARISTOCORT. 
One patient had required auxiliary antihyper- 
tensive drug therapy; over a nine-week period 
on ARISTOCORT, the pressure gradually fell 
from 206/100 to 136/79. In another case, the 
pressure slowly dropped from 205/105 to 
154/86. 

The number of cases in which these inves- 
tigators tried ARISTOCORT in allergic rhinitis 
was not large enough to provide significant 
averages. However, the range ot effective ther- 
apy was from 2 to 6 mg. per day. These strik- 
ingly low daily doses resulted in control of all 
signs and symptoms. 

Schwartz* treated 30 patients with chronic, 
intractable bronchial asthma. At an average 
daily dose of 7 mg., he reported “good to ex- 
cellent” results in all but one. Spies,* Barach® 
and Segal,® reported similar results at aver- 
age daily maintenance doses of 4 to 10 mg. 
of ARISTOCORT. 


Dosage and course of therapy 


The initial dosage range recommended is 8 to 
14 mg. of aristocort daily. Although a rare, 
very severe Case may require more than this on 
the first day of therapy, these dosages will 
usually result in prompt alleviation of dyspnea, 
wheezing and cyanosis. Patients are soon able 
to carry out a normal span of daily activity. 

The maintenance level is arrived at by re- 
duction of the total daily dose every three 
days in decrements of 2 mg.; in the over-all 
series, the average daily dose for bronchial 
asthma is approximately 8 to 10 mg. and for 
allergic rhinitis, 2 to 6 mg. per day. All total 
daily doses should be divided into four parts 
and given with meals and at bedtime. As in 
every condition where corticosteroids are em- 
ployed, each patient's treatment should be 
individualized and the maintenance arrived 
at by careful titration against signs and symp 
toms of disease. 

Patients with chronic bronchial asthma may 
require steroid therapy for several months. 
And since asthma may be associated with 
cardiac disease, especially in the older age 
groups, ARISTOCORT is particularly useful be- 
cause of its ability to cause excretion of 
sodium and water. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 


Bottles of 30. 
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The Promise of 


in Nephrotic Syndrome 


O Fourteen patients with the nephrotic syn- 
drome have been treated with aristocort for 
continuous periods of up to six weeks. 


Results of treatment 


Hellman and associates’? noted that 
ARISTOCORT, because of its favorable electro- 
lyte effects, may well be the most desirable 
steroid to date in treatment of the nephrotic 
syndrome. However, thus far its use has been 
reported in only 14 children, of whom 8 had 
a complete diuresis and disappearance of all 
abnormal chemical findings. Four of the pa- 
tients had diuresis, but continued to show 
some abnormal chemical findings, while two 
patients with signs of chronic renal disease 


failed to respond. 


Dosage and course of therapy 


In order to produce maximal response, 20 mg. 
should be given daily until diuresis occurs. 
The dose should then be decreased gradually 
and maintained around 10 mg. a day. After 
the patient has been in remission for some 
time, it may be advisable to diminish the dose 
gradually and discontinue ARISTOCORT. 


PISTOCORE 


in Pulmonary Emphysema 
and Fibrosis 


O Eleven patients with pulmonary emphysema 
and/or fibrosis were treated with ARISTOCORT 
for continuous periods of over two months. 


Results of treatment 


Only small series of cases observed by Barach, 
Segal, * and Cooke,® are available. Barach 
treated patients who were not adequately con- 
trolled by prednisone, with the same dose of 
ARISTOCORT with significant improvement. 


Dosage and course of therapy 


The initial suppressive dose range recom- 
mended is 10-14 mg. daily. Frequently, there 
is a prompt decrease in cyanosis and dyspnea, 
with increase in vital capacity. 

The average maintenance dose level was 
8 mg. a day. If it is desired to maintain a pa- 
tient on continuous therapy for some months, 
dosages as low as 2 mg. a day have been suc- 
cessful. All decreases in dosage should be 
gradual and at a rate of 2 mg. decrements in 
total daily amount, every two to four days. 
The daily dosage is div ided into four parts and 
given with meals and at bedtime. 
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in Neoplastic Diseases 


CO Forty four children and adults have been 
given Aristocort for palliative treatment of 
acute leukemia, chronic lymphatic leukemia, 
lymphosarcoma, lympholeukosarcoma and 
Hodgkin's disease. 


Results of treatment 


Farber® has treated 22 children with acute 
leukemia for an average of three weeks. Of 
the 17 observed long enough to judge the 
efhcacy of the medication, he rated five as 
excellent, three as good, two as fair and seven 
as poor responses. 

Hellman and associates’ gave ARISTOCORT 
to a group of patients with the various lym- 
phomas in doses of 40 to 50 mg. a day—occa- 
sionally up to 100 milligrams. Treatment was 
continued in some cases for 17 weeks. Re- 
sponse was Classified as good for the palliative 
purposes for which the drug was given. 


Dosage and course of therapy 


Massive initial suppressive doses of 40 to 50 
mg. per day in children (1 mg./kg./day) and 
up to 100 mg. a day in adults have been 
administered. 

Responses to any specific dosage in these 
conditions vary so widely that only a general 
dosage range can be indicated. Treatment 


must be individualized: rate of reduction in 
dosage and determination of maintenance 
levels cannot be categorized. 


Miscellaneous 


Patients with various other diseases have been 
treated by several clinical investigators. These 
include patients with osteoarthritis, acute bur- 
sitis, rheumatic fever, spondylitis, other 
“collagen-vascular’ diseases (dermatomyositis, 


etc. ), thrombocytopenic purpura, chronic eosi- 


nophilia, hemolytic anemia, diuretic-resistant 
congestive heart failures, and adrenogenital 
syndrome. 

There have not been sufficient patients in 
any of the above categories to permit defini- 
tive treatment schedules to be finally estab- 
lished for anistocortT. Additional studies are 
now in progress and physicians desiring in- 
formation on any of these diseases are re- 
quested to write to Lederle Laboratories, Pear] 
River, New York for available data. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 


Bottles of 30. 
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he Promise of /A\PISTOCORT 


have been successfully employed. Once le- 
sions are suppressed, gradually reduce dose 
to the maintenance level—which may be as 


low as 2 mg. per day. 


in Inflammatory and 
Allergic Skin Diseases 


( ) Over 200 patients with allergic and inflamma- 
tory skin diseases (including psoriasis, atopic 
dermatitis, exfoliative dermatitis, pemphigus, 
dermatitis herpetiformis, eczematoid derma Conmunteion. 3. sad 
titis, contact dermatitis and an gioneurotic cussion of Paper by Black, R. L., presented at International 
ie. , Congress on Rheumatic Diseases, Toronto, June 28, 1957. 
edema) have been treated continuously with 
ARISTOCORT for periods of up to eight months. 
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in Disseminated Lupus 
Results of treatment 
Hrythematosus 


Rein and associates! treated 26 patients with 
severe dermatitis. Twenty-four had been on () Forty patients with disseminated lupus ery- 


prednisone when changed to ARisTOcoRT. 
While some had found satisfactory sympto- 
matic relief, others had also developed side 
effects—moon face, buffalo hump, increased 
appetite with excessive weight increases and 
gastro-intestinal disturbances. 

These investigators determined the equiva- 
lent dosage of an1stocorT to be approximately 
two-thirds that required to control symptoms 
on the previous corticosteroid. Thirteen of the 
26, who had developed moon face, noted 
either an actual decrease or no further in- 
crease when transferred to aristocorT. In 
addition: Voracious appetites disappeared, 
with loss of weight in 11 patients; there was 
no elevation in blood pressure, and no neces- 
sity to restrict sodium or administer supple- 
mental potassium. Sherwood and Cooke,” and 
Shelley and Pillsbury® obtained similar results 
in allied disorders. 

Hollander* first observed that ARISTOCORT 
appears to have striking affinity for the skin 
and great activity in controlling such diseases 
as psoriasis, for which other corticosteroids 
have been indifferently effective. Shelley and 
Pillsbury,* in 50 cases of acute extending 
psoriasis found that over 60 per cent were 
markedly improved. 


Dosage and course of therapy 


The recommended initial suppressive dose 
range is 14 to 20 mg. per day. In very severe 
cases, temporary dosages up to 32 mg. a day 


thematosus were treated with anistocort for 
continuous periods of up to nine months. 


Results of treatment 


Patients have responded very promisingly to 
therapy. Dubois’ has had the largest single 
experience (28 cases.) with aRIsTocorT in the 
treatment of this disease. He reported 25 of 
the 28 responded favorably. 

Freyberg,” Hartung,* Hollander,* Spies,’ 
and Segal,® each in smaller series of cases, 
reported similarly good therapeutic responses. 


Dosage and course of therapy 


The initial suppressive dose recommended is 
20-30 mg. daily. Once the desired effect is 
achieved, the dose should be reduced gradu- 
ally to maintenance levels (3 to 18 mg. per 
day). 

In severely ill patients large doses may be 
required for several days in order to preserve 
life. Even on these large doses, edema and 
sodium retention have not occurred. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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JOINTS INVOLVED IN GOUT 


INITIAL SUBSEQUENT 


ATTACK ATTACKS 


10% 

16% 

20% 
68% 24% 18% 


1. Rican joint pain followed by 2. Enlargement of bursae such as in 
long periods of complete remis- this case involving the olecranon 
sion. (Percentages refer to inet- bursa. 
dence.) 


| SERUM URIC ACID 
| CONCENTRATION | 


MG NoRMAL RANGE GOUTY RANGE 


4. Colchicine test: full dose (0.5 

mg.) every 1 to 2 hours until pain 
i. is relieved or nausea, vomiting or 
3. Elevated serum uric acid _ diarrhea occur. The test requires 


usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE FINDINGS...SUSPECT GOUT: 


R 


PROBENECID 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 


° Urinary excretion of uric acid is approximately doubled. 

e Serum uric acid levels are reduced. 

® Uric acid deposits (tophi) in tissues are mobilized. 

e Formation of new tophi can often be prevented. 

e Fewer attacks and severity is reduced. mOS 


RECOMMENDED DOSAGE. 0.25 Gm. (1% tablet) twice daily for 
vne week followed by 1 Gm. (2 tablets) daily in divided doses. MERCK SHARP & DOHME 
BENEMID is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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Avoid “BOTTOM OF THE VIAL’ reactions 


Each cc. of Globin Insulin 
—including the last one— 
provides the same 
unvarying potency. 


Of the intermediate-acting insulins, 
only Globin Insulin is a clear solution. 


24-hour control for the majority 
of diabetics 


GLOBIN INSULIN 


CO.” 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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meprobamate 


prolonged 


release 
capsules 


Evenly sustain relaxation of mind and muscle 


— 
Oung t 


‘ i ‘ x 
MEPROSPAN THERAPY MEPROSPAN THERAPY ' 

‘ ‘ 


\ i ; 
oF 
BAM 12 P.M. 8PM. ZA My 4AM 
TWO MEPROSPAN CAPSULES IN THE MORNING &) TWO MEPROSPAN CAPSULES AT BEDTIME 
TENSION AND SKELETAL MUS PROVIDE UNINTERRUPTED SLEEP THROUGH 
OUT THE NIGHT 


CLE SPASM THROUGHOUT THE DAY. 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


* maintains constant level of relaxation 
® minimizes the possibility of side effects 


=simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 


Supplied: Bottles of 30 capsules. 

Each capsule contains: 

Meprobamate (Wallace) .................... 200 mg. 
2-methyl-2-n-propyl-1,3-propanedio! dicarbamate 


Literature and samples on request. 


WALLACE LABORATORIES, New Brunswick, N. J. 


CME-6598-43 
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C PETN + ATARAX®S) 


(PENTACRYTHRITOL TETRANITRATE) (BRAND OF HYOROKYZINE) 


why PETN ? For cardiac effect: PETN is “. .. the most effective drug 
currently available for prolonged prophylactic treatment 
of angina pectoris.’”” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two ? For greater therapeutic success: In clinical trials, CARTRAX 


was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks . . . require less 
nitroglycerin ... have increased tolerance to physical effort 
... and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 


Dosage and Supplied: Begin with 1 to 2 yellow CARTRAXx “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
NEW YORK 17, NEW YORK When indicated this may be increased by switching to pink CARTRAX 
Division, Chas. Pfizer & Co., Inc. “20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write ““CARTRAX 10” or “‘CARTRAX 20.”’ In bottles of 100. 
CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma. 
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How to unlie? 


The Best Tasting 


Aspirin you can prescribe. 


The Flavor Remains Stable 
down to the last tablet. 


25¢ Bottle of 48 tablets (114 grs. each). 


We will be pleased to send samples on request. oP 


THE BAYER COMPANY DIVISION 


Ce 
Sterling Dru 


1450 Broadway, New York 18, N. Y. 
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“Rheumatoid arthr 
the affected 


in 


rheumatoid arthritis 
involves both 


joints and 
muscles 


THE FIRST 


relieves both 
muscle spasm 


and joint inflammation 


EPROLO 


"RO BAMATE PREDNISOLONE THERAPY 
meprobamate to relieve muscle spasm 
prednisolone to suppress inflammation 


MERCK SHARP & DOHME Philadelphia 1, Pa. 
Division of MERCK & CO., INC. 


WIEPROLONE is the only anti- 
rheumatic-antiarthritic designed to 
relieve simultaneously (a) muscle 
spasm (b) joint-muscle inflammation 
(c) physical distress .. . and may 
thereby help prevent deformity and 
disability in more arthritic patients 
to a greater degree than ever before. 


SUPPLIED: Multiple Compressed 
Tablets in bottles of 100, in three 
formulas: 

MEPROLONE-5—5.0 mg. prednisolone, 
400 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-2—2.0 mg. prednisolone, 
200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg, 
prednisolone in the same formula as 
MEPROLONE-2. 

1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 


2. Merck Manual: Lyght, C. E.. p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 
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: in each of these indications 
2 for a tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+)it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+)it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 
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base or the hydrochloride alone. In addition, the 
average levels derived from the tetracycline base or 
the chiortetracycline base were higher than those pro- 
duced by the corresponding hydrochloride though 
lower than those resulting from the mixture contain- 
ing the base and sodium metaphosphate. In the study 
with chlortetracycline® capsules containing a mixture 
of the hydrochloride and sodium metaphosphate were 
also included in the crossover, and the average levels 
produced by these capsules were the same as with the 
mixture of chlortetracycline base with sodium meta- 
phosphate. 

Although the enhancement of blood levels of tetra- 
cycline by phosphate, either complexed to the tetra- 


cycline or mixed with the base or the hydrochloride, 


thus seemed fairly well established, some doubts still 
remained because certain reliable observers (includ- 
ing many whose results have not been published) 
failed to confirm the findings with the materials and 
methods they used. Further confusion seemed to be 
added by a subsequent report of Welch et al.,’ who, 


in repeating a crossover study with capsules of tetra-.. 


cycline phosphate complex and tetracycline 
chloride with and without, 


fished 
the last Mentioned report of Welch 
These data based on thoroughly con- 


ran’ and include 


taned 
et al.’ 
trolled studies F 
additional 
clusively” 


ner 

“9 Editorial. 

t The New England Journal of Medicine. 
. 258:97-99, (January 9) 1958. 


ACHRO 


LEDERLE LABORATORIES DIVISION, 


AMERICAN CYANAMID COMPANY, 


May, 


antibacterial activity than was observed in their ab- 
sence. Oil and sorbitol did not interfere with tetra- 
cycline absorption. 

Dicalcium phosphate is widely used as a filler 
various capsules, including those of the tetracyclines. 
The authors cite a large number of other studies that 
implicate the presence of calcium ions as the cause of 
the reduced absorption of tetracyclines and show that 
citric acid can partially neutralize this effect. The 
depressing effect of food on the serum levels of tetra- 
cycline is hkewise explained by the goodly amount of 
minerals contained in commercial laboratory diets, 
and they postulate that the multivalent cations may 
be responsible for the poorer absorption of the drug. 
The authors could not explain the failure of citric 
acid to enhance serum concentrations when: admin- 
istered with tetracycline base in contrast to ‘ts marked 
effect when given as the hydrochloride. However, 
they hypothesized that the ability of citric acid to 
enhance serum levels of tetrar 


ability to form comple~=+" 


im last men paper of 
Pet al.‘ indicates that in their study the capsules 
I tetracycline hydrochloride, chlortetracycline hydro- 
chloride and tetracycline phosphate complex all con- 
tained dicalcium phosphate as a filler, whereas the 
capsules containing citric acid and sodium hexameta- 
phosphate did not contain any dicalcium phosphate. 
This could clearly explain the discrepancies noted in 
that study. Likewise, the inconsistencies in othe 
studies may very well have been due ta the --- 
of calcium as fillers in sor 
thers. J 
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TETRACYCLINE HC! BUFFERED WITH CITRIC ACID 


is tetracycline and citric acid 


PEARL RIVER, 


NEW YORK 
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insulin: 40 oa 


"Most likely candidate 
for ORINASE" 


now more than 
250,000 diabetics enjoy 


oral therapy OR 


paDEMARK, REG. U.S. PAT OFF. —TOLBUTAMIDE, UPJOHN 


“It has a high degree of clinical 
safety... It is considered 
to be the preferred antimalarial 
drug for treatment of disorders 
of connective tissue, because 
of the low incidence of gastrointestinal 
istress as compared to that 
with chloroquine phosphate.’”' 
| Plaquenil is decidedly less toxic and better 
Cs tolerated by the average patient, even in high 
| dosage, than is chloroquine.’” 


CH, 


NH-CH-CH,(CH,),N(CH,CH,), 


the least toxic of its class... .’“ 
ATABRINE ooo 


HYDROCHLORIDE 


NH-CH-CH, CH, CH, N(C,H,), 


ARALEN 
PHOSPHATE 
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SIDE EFFECTS MARKEDLY REDUCED 


DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily. ‘ 
Maintenance — 200 to 400 mg. (1 or 2 tablets) daily. Write for Booklet 


suprpuep: Tablets of 200 mg., bottles of 100. 


(brand of quinacrine), Aralen (brand of chloroquine), 
Schoch, A.G., and Alexander, L.J.: The Schoch section, Bull. A. Mil. Dermatologists 5:25, Nov., 1956. of 


Cornbieet. Theodore: Arch. Dermat. 73:57 
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WITH MUSCLE-RELAXANT ACTION 


THE ORIGINAL MEPROBAMATE 
DISCOVERED & INTRODUCED BY 
WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


without 
impairing 
mental or 
physical 
efficiency 


« well suited for 
prolonged therapy 

= Well tolerated, 
relatively nontoxic 

«no blood dyscrasias, 
liver toxicity, 
Parkinson-like syndrome 
or nasal stuffiness 


Supplied : 

400 mg. scored tablets, 

200 mg. sugar-coated tablets. 

Usual dosage : 

One or two 

400 mg. tablets t.i.d. 
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Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 


Tu -dim al Conjugated Estrogens (equine) 
reatment 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer ? A Proven Estrogen 


® 
Vy WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown, the original meprobamate. 


*TRADE*MARK 
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IN ALL DIARRHEAS... REGARDLESS OF ETIOLOGY 


® 
comprehensive control N 


SULFASUXIDINE | PECTIN-KAOLIN-NEOMYCIN SUSPENSION 


SOOTHING ACTION... Kaolin and pectin coat and soothe the inflamed mucosa, ad- 
sorb toxins and help reduce intestinal hypermotility. 


BROAD THERAPY... The combined antibacterial effectiveness of neomycin and 
Sulfasuxidine is concentrated in the bowel since the absorption of both agents 
is negligible. 


LOCAL IRRITATION IS REDUCED and control is instituted against spread of infective 
organisms and loss of body fluid. 


PALATABLE creamy pink, fruit-flavored CREMOMYCIN is pleasant tasting, readily 
accepted by patients of all ages. 
= SHARP & DOHME 


* Sulfasuxidine is a trade-mark of Merck & Co., Ine. - DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Speedier Return to Normal Nutrition 


and the Medically Acceptable 


Reducing Diet 


a any medically acceptable reducing diet prescribed today, 
meat can serve as an important nutritional component. 


Curtailment of the daily calorie allowance must not deny 
the patient the protein, vitamins, and minerals required for 
good nutritional health. Fad diets which eliminate certain 
basic foods can hardly be considered medically acceptable. 


Calorie for calorie, no other commonly eaten food supplies 
the quality and quantity of protein which lean meat pro- 
vides. Its B vitamins and minerals are needed daily, regard- 
less of calorie restrictions. 

Even when coexistent pathological conditions require that 
the calorie-reduced diet be further limited to foods low in 
fiber or in sodium, meat fills the same important place in 
each day’s food allowance. The fat content of lean meat is 
relatively low, and meat can be prepared in various ways, 
as called for by almost every special diet. 

In any diet which must deviate from accustomed eating 
habits, the taste appeal of meat makes it easier for the patient 
to adhere to the restrictions imposed. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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“ METI-DERM CREAM 0.9% 


DESCRIPTION 5 mg. prednisolone, free aicohol, in each 
gram —nonstaining, water-washable base — 
exerts a therapeutic effect in presence of an 
exudate without being occlusive. 


supplied: 10 Gm. tube. 
Meti—T.M.—brand of corticosteroids. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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STRONGCE 


PACKAGING: METI-DERM Cream 0.5%, 10 Gm. tube. 


WHEN SCRATCHING @ of De rn 


Meti-Derm 


IN SKIN RASHES 


CTION IN TOPICAL CREAM MeETI-DERM m 
itory, antiallergic action in the affected area. No systenq 
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DUR TIME 


At the last accounting,! physicians throughout the coun- 
try had administered at least one dose of poliomyelitis 
vaccine to 64 million Americans—all three doses to an 
estimated 34 million. Undoubtedly, these inoculations 
have played a major part in the dramatic reduction of 
paralytic poliomyelitis in this country. 


NUMBER OF REPORTED CASES 


Incidence of polio in the United States, 1952-1957 
(data compiled from U.S.P.H.S. reports) 


vaccine is plentiful for the job remaining 


There are still more than 45 million Americans under 
forty who have received no vaccine at all and many 
more who have taken only one or two doses. 


As it was phrased in a public statement by the Depart- 
ment of Health, Education, and Welfare: 
“Tt will be a tragedy if, simply because of public 
apathy, vaccine which might prevent paralysis or even 
death lies on the shelf unused.’’? 


Eli Lilly and Company is prepared to assist you and 
your local medical society to reach those individuals who 
still lack full protection. For information see your Lilly 
representative. 


A. M.A., 165:21 (November 23), 1957. 


2. Department of Health, Education, and Welfare: News Release, October 10, 
1957. 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U. S. A. 
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OMENTAL INFARCTION 


Epwarp M. Bouan, M.D.* 


CasE HISTORY: 


The patient, a man, age 32, was received 
into St. Francis Hospital on April 20, 1953. 
He was complaining of severe pain in the 
right upper quadrant of the abdomen. His 
family doctor suggested that he might have 
acute cholecystitis or a ruptured ulcer. His 
pain was relieved for 24 hours previous to 
admission. ‘The patient stated that it 
seemed like a pressure pain. Slight diarrhea 
was present. The patient’s past medical 
history consisted of bronchial asthma, 
which was present since early childhood, 
and an attack of amoebic dysentery while 
in Germany during World War II. 


The patient was 6’ 3” tall; his weight was 
205 pounds. His blood pressure was 164 82. 
There was no icterus. Examination was 
normal except for tenderness in the right 
upper quadrant just below the ribs. No 
edema or varicose veins of the extremities 
were found. 


The white blood count was 16,650, with 
82% polys. Blood sugar, urea nitrogen, 
and prothrombin time were normal. Icterus 
index was 3 units and van den Bergh re- 
action was negative for the direct and in- 
direct phases. Urinalysis was negative for 
albumen and sugar, and showed 8 to 10 
red blood cells per high powered field. No 
casts or white cells were seen. 


A surgical consultant made a diagnosis of 
mild cholecystitis, rather than appendicitis, 
although the possibility of an appendix in 
the retrocecal location as the cause of the 
trouble was kept in mind. However, the 
patient’s condition became gradually worse. 
His temperature was elevated to 99.4” oral- 


Chief in Medicine and Metabolism, St. Francis Hospital, 
Wilmington, Delaware. 


ly, and a decision was made to operate on 
the next day. 


Two more blood counts taken showed 
no change. 


An x-ray of the chest showed normal 
heart and lungs and a film of the abdomen 
showed normal psoas and kidney shadows 
on both sides. There was no evidence of 
any radiopaque calculi in the gall bladder 
region or in the urinary tract. Normal 
distribution of gas shadows and soft tissue 
shadows was observed. 


SURGICAL FINDINGS: 


The greater omentum in the right upper 
abdomen showed localized hemorrhagic 
necrosis about 3” x 4” in size, with a slight 
amount of peritoneal blood-tinged fluid cov- 
ering this area. There were no plastic ad- 
hesions and there was no gross evidence of 
torsion of the omentum. The involved seg- 
ment of the greater omentum was directly 
under the parietal peritoneum and right 
rectus muscle halfway between the costal 
margin and level of the umbilicus, and the 
abdominal wall showed no evidences of 
trauma and no signs of hemorrhage. The 
liver and gall bladder were normal, and the 
appendix was found in the retrocecal posi- 
tion in the right lower quadrant, distended 
with a fecalith about the size of a pea in its 
mid-portion. There was no other abnormal- 
ity detected in the adjoining bowels and 
mesentery, and there was no evidence of 
internal hernia. 


The pathological report by Dr. Joseph 
W. Abbiss was as follows: “‘Gross examina- 
tion reveals two portions of what appear to 
be fatty tissue which are markedly en- 
gorged with blood. Histological examina- 
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tion reveals fatty omental tissues which are 
markedly engorged with blood and which 
are showing early gangrenous changes. 
Diagnosis: gangrenous omentum.”’ 


The appendix was also removed at the 
time of operation, and showed fibrosis. 


The patient was readmitted to St. Fran- 
cis Hospital on December 7, 1957, because 
of abdominal pain and vomiting. Operative 
procedure at this time consisted of removal 
of a band of adhesions in the right pelvis 
which was causing obstruction of the ileum. 
Recovery was uneventful. 


Tille' was able to collect records of only 
26 cases of this type up to 1953. In August, 
1957, Henshaw and Stafford’ reported the 
case of a child. A case was reported by 
O’Beirn.’ He noted in his case that the 
pain was aggravated by deep breathing and 
bending. In 1950, Manfredi‘ reported a 
case of omental segmental infarction in in- 
fancy. He stated that only one case in child- 
hood had previously been reported. Mitch- 
ener’ reported cases in December, 1954. 
James" reported two cases of acute seg- 
mental infarction due to primary torsion. 
He stated that 145 cases of infarction due 
to primary torsion had been reported up 
until 1951. 


In this particular case, there was no tor- 
sion. The patient was a young, healthy 
man, only slightly obese. 


The differential diagnosis requires the 
physician and surgeon to be conscious of 
this rare entity in their mental classifica- 
tion of the causal factors of acute abdomen. 


Once the abdomen has been opened, the 
sero-sanguinous fluid will make the surgeon 
suspicious of omental infarction. James al- 
so emphasizes this point in his two case 
reports. 


SUMMARY 


A case of omental infarction with gan- 
grene of the greater omentum has been re- 
ported. No torsion was present. Less than 
35 cases of this type have been reported 
in the literature. The appendix was not in 
an active pathological state at the time sur- 
gery was performed; the gangrenous por- 
tion of greater omentum was removed. 


The patient returned to St. Francis Hos- 
pital four years later with intestinal ob- 
struction due to adhesions. Surgery was 
performed to relieve this condition. Re- 
covery was uneventful. 
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CASE REPORTS OF THE SURGICAL DEPARTMENT 


OF ST. FRANCIS HOSPITAL 


Edited by J. F. HuGHues, M.D. 


CASE 4317 


History: This patient was admitted in 
October, 1957 and discharged 19 days later; 
she was 42 years of age. Her main com- 
plaint on admission was pain in the right 
lower quadrant and nausea. She has quite 
an interesting past history; a “stroke” in 
August, 1950, a mitral valvectomy in 1952 
at a hospital in Philadelphia, and she has 
had three Cesarean sections, one in 1953, 
another in 1954 and the last one in 1956. 


She stated that “on and off” she had 
pain localized in the right lower quadrant 
for quite some time. Since two days prior 
to admission, she had this pain and it be- 
came progressively worse. She was nause- 
ated on several occasions. 


PHYSICAL EXAMINATION: ‘There was no 
cardiac enlargement, sinus rhythm was nor- 
mal, rate was regular with sinus extra- 
systole. A grade 3 systolic harsh murmur 
radiated to the other areas, especially to- 
ward the left. The lungs were clear to pal- 
pation, percussion and auscultation. Liver, 
spleen and kidneys were not palpable. She 
was very tender to palpation on the right 
lower quadrant, with abdominal guarding 
and some rebound tenderness. There was 
a scar on the midline below the umbilicus. 
There was a partial impairment of move- 
ment of the left leg but there was no edema 
of either extremity, nor were there any 
varicose veins. 


impressions were (1) Appendicitis, acute; 
(2) Mitral insufficiency; and (3) Hemi- 
plegia, left. 


Dr. L. Jones: This woman, as Dr. Graff 
will tell you, had a kind of bluish-grey color 
and looked very, very ill. I might add that 
Dr. Graff told me that he had been anes- 


thetist for all three of these sections, and 
it was “touch and go” each time, whether 
she’d make the grade. 


I made a right rectus incision, and [| 
broke into an appendicial abscess. I_rp- 
moved the appendix and aspirated the ab- 
scess and placed a little sulfanilamide pow- 
der in the abscess cavity and placed a 
drain. She was removed from the operating 
table in rather poor condition. 


Dr. P. OLIVERE: On the fifth post-opera- 
tive day this patient had a portable film of 
the chest which was taken in the supine 
position. The film showed extensive opacity 
and impaired aeration at the right base with 
depression of the short transverse fissure. 
Changes at the right base gave the appear- 
ance suggesting atelectasis, although I felt 
that an underlying pneumonia could not be 
ruled out. 


There was a partially opaque rubber 
catheter passing down into the stomach. 
Outside of that, the lung fields looked with- 
in normal! limits. 


Dr. J. GRAFF: This patient was not in- 
tubated at the time of surgery. At the time 
of her first Cesarean section, she exhibited 
signs of a stroke, heart failure and was a 
poor risk. At that time, we used an ab- 
dominal wall block, and it was a perfectly 
satisfactory procedure. She had good anes- 
thesia and she cooperated well. 


At the next Cesarean, we attempted 
the same thing, and this was just about as 
unsuccessful as the first was successful. We 
ended up by giving her general anesthesia 
which she tolerated fairly well. In the third 
Cesarean section, we decided to just go 
ahead and give her general anesthesia which 
we did right from the start, and again we 
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did well. It is a question of depth of anes- 
thesia more than anything else. I don’t 
know that choice of anesthesia particularly 
presents a problem here. 


Dr. JONES: As her post-operative course 
progressed her chest symptoms subsided 
and she was discharged in good condition. 


CASE 4375 


History: This 64 year old woman was 
admitted in November, 1957, and dis- 
charged 23 days later. Her chief complaint 
was bleeding from the rectum with result- 
ant weakness. She was admitted because 
of the rectal bleeding. Color of the blood 
was dark and the patient felt very weak. 
She stated that these symptoms were pres- 
ent since the day prior to admission. She 
also stated that she had had some episodes 
of rectal bleeding a few years ago and was 
admitted here and several blood transfu- 
sions were given to her. 


PHYSICAL EXAMINATION: There were no 
especially significant findings except for the 
bleeding. 


The operative report reads as follows: 
“This patient has had repeated hemor- 
rhages, associated with shock since admis- 
sion, with the passage, each time, of dark 
liquid blood and blood clots by rectum. 
Upon opening the abdomen, the colon was 
found to be moderately distended by gas 
and liquid dark blood, semi-solid blood and 
blood clots, especially in the region of the 
descending colon and the upper portion of 
the sigmoid colon. The distal part of the 
colon appeared to be essentially empty, 
without evidence of much blood in this 
area. The colon on the right side of the 
abdomen did not appear to contain blood. 
It is, therefore, presumed that the bleeding 
site was probably in the region of the 
splenic flexure. 


Careful external exploration of the colon 
failed to reveal any gross evidence of a 
lesion which would account for the bleed- 
ing. Similarly, internal exploration of the 
colon, using the sigmoidoscope, did not re- 
veal any evidence of active bleeding, ulcer 
or other lesion to account for the repeated 
hemorrhages. No active bleeding or bright 
red blood was seen at the time of explora- 
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tion. The small intestine appeared to be 
mildly gas-distended, but not obstructed 
and showed no evidence of containing 
blood. The stomach and duodenum were 
empty. No evidence of bleeding from the 
upper intestinal tract was found. No evi- 
dence of peptic ulcer was found on examina- 
tion, of the stomach and duodenum. The 
lesion from which the hemorrhages occurred 
into the colon is still not known. No evi- 
dence of ulceration or diverticulitis was 
found within the lumen of the bowel on 
internal examination of the colon. No evi- 
dence of malignant disease was seen. The 
patient’s pulse and blood pressure remained 
within normal range throughout the opera- 
tion.” 


Dr. P. OLIvERE: The original film taken 
shortly after admission, showed some gen- 
eralized distension of loops of colon, as well 
as some small intestinal loops. This gen- 
eralized distension gave more the appear- 
ance of an ileus, rather than of an obstruc- 
tive lesion. She was quite distended at this 
time. She had a metal tube drain (this was 
probably after her original surgery) in the 
pelvic portion of the abdomen. 


On the 12th post-operative day portable 
films taken of the chest in a sitting position 
in bed showed that there was impaired 
aeration and clouding over both _ bases. 
These changes appeared more marked at 
the right base, with some relative elevation 
of the right diaphragm. We felt that this 
represented a hypostatic pneumonia, in- 
volving the bases. 


Six days later there was almost clearing 
of the lung changes and better aeration of 
both lungs at this time, although there 
was some clouding obscuring the left costo- 
phrenic angle, suggesting a mild amount of 
effusion in the left base. We felt that there 
was clearing of the pneumonic changes at 
the bases with some residual effusion at the 
left base. 


Dr. C. SmitH: This patient presents a 
rather common problem, it seems, of bleed- 
ing from the intestinal tract without ap- 
parent cause. She had had previous hem- 
orrhages and had studies of her upper and 
lower intestinal tract when she was not 
bleeding and no lesion was found. 
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As you all know, the principal causes of 
gastro-intestinal hemorrhage rather 
easy to identify. When you do not find one 
of them, however, you are left with some 
rather bizarre possibilities. Just to mention 
one of them, which Dr. C. W. Mayo has 
called attention to, jejunal diverticulum, a 
lesion that bleeds quite commonly but one 
which might well not be found in the upper 
or lower gastro-intestinal tract x-rays. 
Small bowel x-rays, I feel, should be done 
on this patient even though they are a lot 
of work and not too reliable. 


A patient like this one always brings you 
back to what Dr. Harvey Stone published 
some years ago. This paper is not out of 
date and was quoted from the Lahey Clinic 
as recently as two years ago. Dr. Stone 
had the courage to publish a series of pa- 
tients who had _ gastro-intestinal hemor- 
rhages on whom he was unable to find a 
cause for bleeding at the time of operation. 
He felt that it may not be worthwhile op- 
erating on such patients unless the magni- 
tude of the bleeding demands it, and such 
appears to have been the circumstances 
here. 


I don’t say the foregoing in criticism of 
anything that has been done on this pa- 
tient. I merely wish to point out the prob- 
lem that we are discussing has been present 
for many years. I believe, however, that 
some change in policy has been made. Dr. 
L. K. Ferguson, a few years ago, published 
a few cases in which he was able to identify 
and treat the site of bleeding during the 
hemorrhage. He recommended that this 
procedure be carried out in selected cases. 
We all know that it is very difficult to find 
a bleeding point when the intestinal tract 
is filled with blood. 


Dr. D. Preston: When the patient left 
the hospital, I asked her if she would let 
me re-examine her in about four weeks. 
Realizing that she was still weak and had 
had much hospital treatment, I didn’t wish 
to add to her inconvenience by extensive 
examination at the time. It is my thought 
that we may find an organic lesion to ac- 
count for the hemorrhage which she had, 
but at present, I don’t know the cause. It’s 
very disturbing to have a patient in a dan- 
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gerous shock condition from hemorrhage 
and not be able to control the source of the 
bleeding. It is possible that she may have 
a superficial lesion in the mucosa that is not 
easily seen by direct inspection, perhaps a 
superficial erosion of a vein in the mucosal 
layer of the colon. I am hopeful, of course, 
that she will not have another hemorrhage, 
but we have no reason to feel secure in that 
thought because it is possible that the prob- 
lem may be repeated for us. 


Dr. C. SmitTH: In order that I may ap- 
pear not to know too much about this 
problem, I wish to state that I have at pres- 
ent, under my care, a patient who has had 
four hemorrhages from his intestinal tract. 
This patient has had two upper gastro-in- 
testinal tract x-rays, two barium enemas 
and a small bowel x-ray. I still don’t have 
a diagnosis, and I am not going to do any- 
thing to him unless I am forced to it, which 
I may well be. Once again, I wish to point 
out that it is not uncommon to be unable 
to identify, prior to operation, the cause of 
a gastro-intestinal hemorrhage. 


Dr. ARMINIO: This problem also occurs 
in the younger age group. I have one now 
that I’ve explored twice, who, on both oc- 
casions, unfortunately was rather drastic, 
and we thought we couldn’t control the 
bleeding. This child went on and expired, 
and at autopsy no reason for the bleeding 
was found either. So, this problem may 
continue and unfortunately, may go on to 
the very end, and you still have no diag- 
nosis. 


CASE 4019 


SUMMARY: This patient had a subtotal 
gastrectomy for ulcer symptoms and seven 
days after the operation the patient had a 
massive hemorrhage. 


Dr. D. Preston: This patient is a 59 
year old stocky, white man. He has had 
repeated upper gastro-intestinal hemor- 
rhages during recent years. He is known 
to have had a chronic peptic ulcer for 
which he’d been treated constantly, ex- 
cept for the times when he would go off his 
diet and drink more whisky than he should. 
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The immediate problem at the time of 
the current admission was control of the 
hemorrhage, which was done by conserva- 
tive treatment. After the blood volume had 
been restored by transfusion, the question 
then arose as to whether he should have a 
resection of the stomach because of the 
strong possibility of future hemorrhage, 
realizing that the risk each time was be- 
coming greater. He had had five previous 
hemorrhages. There had been multiple ad- 
missions for transfusions to correct low red 
blood values following the vomiting of 
blood. 


After removing about 75% of the stom- 
ach, we opened the specimen and found a 
small ulcer in the central portion of it on 
the posterior wall, which was assumed to be 
the cause of his hemorrhages. The patholo- 
gist examined this tissue and _ reported 
adenocarcinoma. It would seem that the 
resection was adequate, presuming this to 
be an early malignant change in a previous 
benign peptic ulcer of the stomach. 


In addition to the ulcer problem, and 
carcinoma problem, there was also chronic 
hypertrophic gastritis, as evidenced by large 
rugose folds of mucosa, which upon exami- 
nation by the pathologist, showed the typi- 
cal round cell infiltration characteristic of 
this disease. The site of his hemorrhage one 
week after resection was not certain, al- 
though we presume that it was from the 
residual upper gastric segment, being about 
25% at the gastric cardia. The cause of 
the bleeding is thought to be residual 
chronic hypertrophic gastritis which per- 
sists in this retained segment. It is possi- 
ble that he could have bled from the suture 
line, although this would seem unlikely to 
occur seven days after operation. No duo- 
denal ulcer was present at the time of re- 
section, so it was not a problem here of 
leaving ulcer disease in the duodenum, 
which might be considered a possible source 
for bleeding. His liver appeared normal and 
no evidence of portal hypertension was seen 
at the time of operation. 


Of course, we cannot exclude the possi- 
bility that he may have bled from other 
portions of the intestinal tract below the 
duodenal level. I’d be grateful for sugges- 
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tions as to further treatment, either medi- 
cal or surgical. Should other investigative 
measures be undertaken to determine 
whether he has another organic lesion, per- 
haps, to cause this post-operative hemor- 
rhage? He has been doing well and has had 
no further complication since his discharge 
from the hospital. 


Dr. P. OLIVERE: This man has had sev- 
eral studies of the stomach and they showed 
marked thickening of the rugal folds, es- 
pecially in the antrum, but no evidence of 
any constant defect. Peristalsis could be 
seen to pass through all the way through, 
fluoroscopically, and we have films here to 
show it. The cap and duodenal loop looked 
all right. There were numerous diverticuli 
in the colon. 


There is the appearance of the thicken- 
ing of the rugal folds in the region of the 
antrum. There are no changes in the loop. 


We got a good study which shows the 
esophagus well-outlined, and without much 
trouble, I think we could call this esophagus 
normal, with no evidence of any diverticull 
or any varices. 


This film shows the same _ thickening 
throughout the stomach, especially in the 
antrum, but peristaltic waves can be seen 
going through. The ulcer was never shown 
on the film. The only thing we did see was 
the marked thickening of the rugal folds, 
but peristalsis did go through, and the 
esophagus looked normal. 


This study was taken after the operation, 
showing about 20 to 25% of the stomach 
contained in the cardiac end, with no 
changes suggesting recurrent jejunitis or 
evidence of the “dumping syndrome’, and 
there was no evidence of any obstructive 
signs. 


CASE 4028 


History: This is another patient that 
had a subtotal gastrectomy for a simple 
peptic ulcer. He was 47 years of age and 
developed pneumonia and empyema associ- 
ated with post operative abdominal abscess. 
(Figure 1.) 


Dr. D. Preston: His chief complication 
was not the duodenal fistula. That was 


: 
: 
J 
: 
ig 
i 
4 

= 

+4 


May, 1958 


FIGURE | 
Changes in left lower pleural space suggest col- 
lection of fluid. 


easily controlled by getting a tube in for 
drainage, but he nearly died of post-opera- 
tive pneumonia and empyema. He ap- 
parently had accumulated a considerable 
quantity of gastric fluid during 12 hours of 
fasting before operation. He inhaled vom- 
itus during induction of his anesthesia and 
that gave the anesthetist a rather rough 
time for a while. With a tube in the 
trachea he suctioned out as much of the 
acid-gastric fluid as he could, and the op- 
eration continued without event. After the 
operation the patient developed a_ high 
fever, rapid pulse rate and dyspnea with 
clinical evidence of a pneumonitis. He was 
given oxygen, symptomatic treatment, anti- 
biotics and after a period of time, his tem- 
perature subsided to normal. 


He went home, developed a high fever 
after several days, and came back. We put 
a tube in his left thorax and drained off 
four hundred cc. of pus. His temperature 
stayed down and he left the hospital. I 
saw him again later. He was having 


pain in his left chest. X-ray film showed 
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a shadow at the base of the lung on the 
left side, which the radiologist did not 
think was an abscess but believed it to be 
a zone of pneumonitis. He has now been 
admitted to another hospital because of 
bed shortage at St. Francis Hospital. His 
temperature remains normal, but it is 
thought that he may have some residual 
inflammatory changes in the base of his 
left lung. The abdominal incision has long 
since healed, and he is on a general diet, 
but I think Dr. Graff might wish to warn 
us about preparing our patients better for 
operation. In this particular instance, there 
was stenosis of the outlet of the stomach 
which may have accounted for an over- 
accumulation of fluid in the stomach, and 
I believe that this is a serious matter, be- 
cause it could have resulted in this man’s 
death. Inhaling of vomitus may have been 
preventable. If a tube had been put down 
and gastric juices removed by suction be- 
fore sending him to the operating room, we 
might not have had the risk of this serious 
complication. 


CASE 3930 


History: ‘This case is a man, 61 years of 
age, whom Dr. John Hynes had previously 
treated for carcinoma of the larynx. He 
was admitted in October 1957, developed 
a fistula and Dr. Hynes repaired it with a 
piece of homogenous aorta. 


Dr. J. Hynes: This man had a laryn- 
gectomy for cancer of the intrinsic larynx 
in August. His course was complicated by 
a short period of a pharyngeal fistula which 
healed before his discharge from the hos- 
pital. He went home, and was swallowing 
fairly well, but gradually developed progres- 
sive difficulty in swallowing. He was re- 
admitted and studied. It proved impossible 
to pass a Levin tube at that time. X-ray 
examination showed a marked stricture of 
the cervical esophagus above which there 
was also a small diverticulum, apparently 
coming off the bottom of the pharynx. He 
was explored soon after admission. The 
stricture was located amid a lot of scar tis- 
sue and apparently was due to the previous 
pharyngeal fistula which had closed off at 
the skin level, but had left a chronic in- 
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flammatory mass with granulation, up 
against the wall of the esophagus where 
a marked stricture was present about the 
mid-cervical esophagus. The esophagus was 
freed as well as possible above and below 
this point. The stricture was incised longi- 
tudinally and sutured transversely. The 
tissues still showed some chronic inflam- 
matory reaction and were rather poor stuff 
to anastomose. Within a few days, the 
closure broke down and he had a large 
esophageal fistula in his anterior mid-neck 
and unfortunately, because he had a mid- 
line incision, was spilling over into his per- 
manent tracheostomy. The situation was 
serious in that he was aspirating his own 
secretions. Of course, he was being fed 
through a tube so that he wasn’t getting 
food down his trachea, but he was getting 


FIGURE 2 
This barium swallow shows a diverticulum of the 
anterior lower portion of the pharynx. Just above 
the tracheostomy the stricture of the esophagus 
is noted. 


a terrific amount of mucus and saliva from 
his throat that would work into the trachea 
through the grove above his permanent 
tracheostomy tube, and he had_ severe 
coughing and expectoration. (Figure 2.) 


Our next attempt was to repair the de- 
fect in the esophagus by using a piece of 
preserved aorta, reconstituted in saline, 
and suturing it into the defect. That was 
carried out approximately ten days after 
the first operation. Dr. Walter Moore kind- 
ly provided the graft which was sutured 
above and below to the open ends of the 
esophagus. The strip of tissue along the 
posterior wall which had been the site of 
the stricture was not removed but the 
esophageal graft was split longitudinally 
and sutured on each side of that. 


At the end of the operation, the closure 
seemed to be adequate. There were two 
layers of very fine sutures placed, but with- 
in two or three days it was apparent that 
he had a second fistula. I think that in 
dissecting the upper end of the esophagus 
which was buried in very dense scar tissue 
near the base of his tongue, we probably 
opened into the diverticulum I mentioned 
and he had a salivary leak which bathed 
everything in mucus and saliva. He finally 
lost the upper end of his aortic graft. 
Whether the lower end is still there or not, 
I cannot tell, because meanwhile the skin 
had healed over and it is out of sight. 
Whether it has gradually disintegrated or 
not, I’m not sure, but he now has reached 
the point where he has a very small mid- 
line fistula high in the neck which leaks 
only a little. He is still on tube feedings, 
he has been home from the hospital a 
month or so, and [ think the major prob- 
lem is whether he has a sufficient lumen to 
prevent a recurrence of the stenosis. I can’t 
give the answer to that. 


He has gained weight on his tube feed- 
ings; he is comfortable, and he may yet 
have recurrences of the stenosis. 
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ASIATIC INFLUENZA COMPLICATED BY MYOCARDIAL 
INFARCTION REPORT OF A FATAL CASE 


GEORGE J. Bornes, M.D.,* Epwarp M. Bonan, M.D.,** 
JASON L. CAMPBELL, M.D.*** 


A white man, aged 54 years was admit- 
ted to St. Francis Hospital on September 
25, 1957, with the history of having been 
ill at home for three days. His illness be- 
gan with chills, fever, headache, dyspnea, 
abdominal cramps, a productive cough with 
expectoration of yellowish sputum, and gen- 
eral weakness. He treated himself for a 
cold until September 25, when his tempera- 
ture rose to 103°, and he developed marked 
dyspnea and discomfort in his chest. He 
also noted that his right testicle was en- 
larged and tender, and he thought that this 
was related to his right renal calculus which 
had been diagnosed in 1952. His cough had 
been present for at least three or four 
weeks, but it was not serious enough to put 
him to bed. 


On September 15, he had received 1 c.c. 
of monovalent Asian flu vaccine at his place 
of business. 


His past medical history was negative 


Director, Department of Medicine, St. Francis Hospital 
Attending Chief in Communicable Diseases and in Medi 
cine, St. Francis Hospital 

Director of Research and Public Relations Committees, 
St. Francis Hospital Attending Chief in Medicine and 
Director of Metabolic Clinic, St. Francis Hospital. 
Assistant, Department of Medicine, St. Francis Hospital 


Asiatic Influenza: Report of a Fatal Case 


except for a small renal calculus in his right 
ureter which produced renal colic in 1952. 
He was treated conservatively, but the 
stone was not expelled. In 1950, he had a 
small calculus in his left ureter which he 
eventually expelled. He was allergic to 
aspirin. He was always overweight, averag- 
ing 225 to 240 pounds. His height was 
6815 inches. He was immunized for ty- 
phoid-paratyphoid and small pox before 
sailing for Egypt and Greece earlier in 1957. 


On admission, his systemic review was 
negative except for anorexia since the on- 
set of the present illness. Blood pressure 
was 150 60, pulse 100, regular and strong. 
Temperature (rectally) was  103.4°F., 
dropped to normal on 9 28, and rose to 
104.6° on 9 30, and gradually dropped to 
100°F. Weight at this time was 225 pounds. 
Heart was normal without murmurs. There 
were moist rales, described as subcrepitant, 
at the right base, with generalized slightly 
diminished breath sounds. Liver and spleen 
were not palpated. There was no cyanosis. 
There was no ankle edema, nor was there 
any jaundice. The right testicle was swollen 
and tender. 


Insert I 


LABORATORY STUDIES 


BLOOD 
9 25 Mazzini negative 
RBC WBC Hemoglobin Seg. Lymph Hema 
mm. tocrit 
9/25 4,660,000 13.650 94 14.5 9] 9g 43.5 


10/2 3.510.000 26.300 91 14 96 4 
10/4 18.500 86 14 

1010 4,590,000 15.900 91 14 85 15 
10/13 | 

10 18 4,880,000 18,400 98 15 91 9 


Sugar) =B.U.N. CO: Chlorides Na K Blood 


thrombin (2 h.P.C.) Culture 


133 G8 


249 vol. 625 152 4.1 Sterile 
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Asiatic Influenza: Report of a Fatal Case Insert II 
SPINAL FLUID 
Total 
Wassermann WBC  Polys. Lymphs. Protein Globulin’ Chlorides Sugar Smear Culture Color Pressure 


10 7 Negative 5 3 2 79 92 0 0 clear normal 

— Reported by Dr. Klaus Hummeler, Virus Diagnostic 

11/16/57 Laboratory, Reference Laboratory for the Depart- 

AGGLUTINATION TESTS FOR VIRUSES ment of Health, Commonwealth of Pennsylvania, 
1740 Bainbridge St., Philadelphia, Pa. 


Soluble 
Lymphocytic Influenza Asian L3 
Choriomeningitis Mumps Poliol Polio Il Polio III Influenza Q Fever  Psittacosis A Influenza Strain Adeno 


0 0 0 0 0 0 


1:324+ 1:32+ 


URINE 
Reaction Sp.Gr. Albumen Sugar WBC Culture 
9/25 acid 1.016 trace many 
10/1 acid 1.010 0 15-20 
10/2 sl alkaline 1.015 Proteus vulgaris 


THROAT CULTURE 


<. Streptococcus anhemolyticus 3. Diplococcei 


10/3 1. Staphylococcus aureus 


COMPLETE BLOOD VOLUME DETERMINATION 10/2 
1. Total Plasma Volume - Deficit 0O 
Blood 0 
Plasma protein 
Circulating hemoglobin 


Red cell volume 


Asiatic Influenza: Report of a Fatal Case Insert III 
ELECTROCARDIOGRAPHIC TRACINGS 
Rhythm Rate PR Q ST Axis Opinion 


9/28 Sinus 74 18 0 Normal Normal Within normal limits. 
QT interval is short. 
No evidence of hypokalemia. 


10/12 Sinus 100 2 Depressed 


Distinctly abnormal septal damage 


10/14 Sinus 110 22 0 Depressed Abnormal as on 10/12. 


X-RAY STUDIES 
25 Viral pneumonitis, right lower lobe 
30 Parenchymal changes over right lower lobe 


Hilar shadows are increased. No lung parenchymal changes. 
Heart within normal limits. 


PROGRESS NOTES 9 28 Lungs are congested; moist rales 
925 No ankle edema. Temperature throughout chest. There is impaired 


103.6°F., pulse 128, respirations 40. right base. Ab- 
Coughs Penicililn started. domen distended. He is confused 


Feels slightly better. Still weak and and toxic. Some cardiac decom- 
coughing. No jaundice. pensation. 
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9 29 Right epididymitis is painful; how- 


9 30 
10° 
10° 2 
10° 3 
10 4 
10. 
10° 7 
10 9 
10 10 
10 12 


ever, patient feels better. Pneumo- 
nitis localized at right base. Poor 
appetite. Digitalis started. 
General condition appeared im- 
proved in the morning. In the 
afternoon, he become somnolent 
and lethargic. No neck rigidity. 
No Babinski. BP 160/60. Pulse 
100. Eyegrounds negative. Very 
restless. Complains of back pain. 
In the evening, the pneumonic proc- 
ess extended. Patient became ex- 
tremely lethargic and was placed in 
oxygen. Temperature 104.6°F. after 
severe chill at evening. 

Face dusky, pulse 72. regular; 
tongue dry, some neck rigidity, but 
no headache. Good urinary output, 
but blood urea is elevated to 24.9 
mg. Right testicle is markedly 
swollen and tender. Gamma globu- 
lin (10 ce.) was given empirically 
for possible mumps orchitis. Tem- 
perature dropped to 101°F., pulse 
80, respirations 24. Profuse per- 
spiration present. Abdomen is dis- 
tended. 

Process in the right testicle has ex- 
tended. May be responsible for the 
fever and abdominal distention due 
to deep lymphatic drainage. Per- 
spiring. 

General condition improved. Lungs 
clearing. Urinary output has been 
good. 

Right orchitis is subsiding. Patient 
appears confused. 

Appetite improved. Cheerful. Talk- 
ing clearly. 

Some neck rigidity; drowsiness ap- 
pears of the encephalitic type. 
Spinal tap reveals normal spinal 
fluid except elevated total protein 
79 mg. Still in oxygen tent. 
Generally improved. Out of bed in 
wheelchair for short intervals. 
Restless and drowsy. Good ap- 
petite. 

EKG shows changes indicative of 
possible myocardial infarction. BP 
170 60, pulse 80, irregular but 


strong. Temperature 99.2°F. Lungs 
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10 14 


10 16 


10 17 


10 18 


Cause of death: 1. 


Therapy: 
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clear; no cardiac murmurs. Pa- 
tient appears very pale and com- 
plains of extreme weakness and 
drowsiness. Still in oxygen. 
BP 160 90, P.108, R.24. Coughs 
and expectorates small amounts of 
clear mucus. Still drowsy. 
Pulse slightly irregular, 
strong. Patient is very tired. 
Lethargic. Responds to questions. 
No cardiac murmurs; bradycardia 
plus extrasystoles. Lungs are clear. 
No nuchal rigidity. Abdomen is 
soft. Femoral pulses present. Pa- 
tient is very restless. 7 
Pulse very strong and regular; not 
confused. Out of bed. Nauseated 
and vomited. BP 180 98, pulse 94, 
respirations 24. General condition 
seems improved. At 11 P.M. BP 
170 60, restless, poor color. Gasp- 
ing for breath; expired 11:15 P.M. 
Myocardial infarction 
due to coronary 
thrombosis 
2. Viral pneumonitis — 
Asian influenza 
3. Acute epididymitis 
4. Right renal lithiasis 
with uremia and 
hypertension 
1. Antibiotics 
2. Parenzyme I.M. for orchitis 
3. Digitalis 
4. Fluid therapy, vitamins, 
Prostigmine 
5. Oxygen 
Gamma globulin 
Tranquilizers 


but 


DISCUSSION 


CLINICAL CHARACTERISTICS OF VIRUSES 


Viruses are obligate intracellular para- 
sites. The symptoms in viral infections are 
dependent on capillary damage which leads 
to increased permeability with protein leak- 
age into the tissue and their sequelae. 


Viruses are meningotropic, dermatropic, 


neurotropic, 


pneumotropic, viscerotropic 


and cardiotropic. Some have a preference 
for several tissues simultaneously or may 


be pantropic. 


Some agglutinate erythro- 
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cytes. The clumping of red cells by viruses 
is specifically inhibited by homologous im- 
mune sera. This leads to the practical use 
of agglutination inhibition tests. Viremia 
may occur. 


Myocardial involvement may be brought 
about by the action of one or more viral 
agents, sometimes one activating the other. 
Antigen-antibody reaction may also occur 
in the heart, or secondary infection may be 
responsible for its damage. 


Various studies show that the primary 
pathology of influenza virus infections is 
destruction of respiratory tract epithelium. 
Type A influenza virus was isolated by 
Smith, Andrews and Laidlaw in 1933. They 
infected ferrets with filtrates of secretions 
obtained from the nasopharynx of patients 
in the early stage of influenza. The English 
strains and the Puerto Rican strains now 
are known as influenza virus A. 


A group of new strains appeared in 1946 
and 1947 which were related to Group A, 
but did not cross protection with the A 
strain in man or animals. These strains 
are now called A prime. 


Some cases have no respiratory infec- 
tions. The onset is abrupt or sometimes 
preceded by mild malaise. Anorexia, fever, 
headache and injection or burning of the 
eyeballs are common. Mild sore throat and 
general aching may be common. The tem- 
perature varies from 101° to 104°. Ex- 
haustion occurs. Usually neutropenia is 
present. 


THE ASIAN INFLUENZA STRAIN 


This is also known as influenza A — 
Asian strain (FE). 


It was first identified by Dr. Maurice R. 
Hilleman from the Hong Kong epidemic 
in May 1957. The spread of this upper 
respiratory infection throughout the United 
States is now past, but it has left an im- 
pressive history in the annals of medicine. 
The average duration of symptoms is three 
to five days. October and November,' 1957, 
marked the highest peak in the incidence of 
pneumonia and influenza all over the 
United States. The Asian influenza virus 
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was isolated from numerous patients dur- 
ing this period. 


In a study of twenty-three deaths, Herr- 
mann et al’ reported the following symp- 
toms predominating in the acute stage of 
this disease: headache, cough, sneezing, 
anorexia, chills, fever, chest pain, hemopty- 
sis, “cold”, rhinorrhea, malaise, crepitant 
and musical rales, dyspnea, sore throat, 
lethargy and weakness, aches in bones and 
joints. The usual organisms cultured from 
the respiratory tract secretions were Fried- 
lander’s bacilli, alpha streptococci, pure 
culture of H. influenza, and pneumococci 
and or micrococci (staphylococci) from 17 
of the cases (Results of the coagulase test 
were positive. ) 


The pathology noted in posted material 
included severe laryngitis with heavy exu- 
date, bronchiolitis, pneumonia with edema, 
atelectasis and acute focal emphysema, en- 
cephalomalacia, minimal meningitis, and 
cerebral edema. The findings in the lungs 
which are consistent with the pneumonia 
classically attributable to influenza are as 
follows: ‘“‘Grossly the lungs were externally 
patchy, dark blue gray, and firm. On sec- 
tion, the parenchyma was excessively moist; 
a gray brown watery fluid ran out freely, 
and the parenchyma was dark red and firm. 
Microscopically, there was extensive filling 
of the alveoli with pink fibrin, and, in areas, 
there was a hyaline membrane formation 
lining some of the alveolar walls.” 


X-ray findings were usually negative even 
if there were clinical lung findings. 


In a study of 50 fatal cases by Daven- 
port’, it was noted that approximately one- 
half showed evidence of staphylococcal 
pneumonia. The others were either over- 
whelming infections by organisms readily 
responding to early conventional therapy, 
or to less intense infections in persons with 
chronic disease. A small number of cases 
were associated with infections in the last 
trimester of pregnancy. Some of the 
pneumonias were recorded as hemorrhagic. 
The pneumonia cases responded well to 
antibiotics. 


Our case outlined above had all of the 
symptomatology typical of influenza. How- 
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ever, he also had the epididymitis and 
orchitis, mild meningeal symptoms, and 
drowsiness, restlessness, weakness which ac- 
company encephalitis. These complications 
are also seen with Q fever and mumps 
meningoencephalitis. The virus complement 
fixation tests were negative for these how- 
ever, but the tests were positive for Asian 
influenza. The pneumonitis cleared up 
clinically and by X-ray evidence. Our pa- 
tient was apparently improving when he 
suddenly expired: a cardiac failure death. 


The therapy consisted of antibiotics, digi- 
talization and supportive measures. Gamma 
globulin (10 c.c.) was given intramuscularly 
when it appeared that he might have had 
a mumps meningoencephalitis. His general 
condition improved temporarily after the 
gamma globulin. 


IMMUNIZATION BY INFLUENZA VACCINE 


The effectiveness of the Asian influenza 
vaccine in producing immunity against this 
disease was demonstrated by Bell et al,’ 
who induced Asian influenza artificially in 
vaccinated and unvaccinated volunteers. 
The vaccinated group did not develop fever 
as the controls, and the symptoms were 
more serious in the placebo group after 
challenge with the virus. Of the unvac- 
cinated group 78% developed influenza as 
compared with 44% of the vaccinated 
group after they were infected with the 
Virus. 


Antibody increase is not expected until 
ten days after vaccination. The antibodies 
appeared 17 to 19 days after the challenge 
with the virus. The fever and other symp- 
toms appeared 33 to 44 hours after the 
challenge. In several studies with controls, 
the vaccine was found to be 42% to 61% 
effective with the 200 CCA vaccine and 
67% effective when the 400 CCA unit vac- 
cine was used. The more concentrated the 
vaccine, the greater the percentage of ef- 
fectiveness. The vaccine effectiveness lasts 
about six months. 


DOSAGE OF VACCINE 


There are two influenza vaccines avail- 
able at the present time. The monovalent 
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Asian influenza vaccine is made in 200 and 
400 chicken cell agglutinating units per c.c. 
and the polyvalent influenza vaccine con- 
tains influenza A, several strains, B, one or 
more strains, and the Asian influenza strain. 


The following dosages of Asian influenza 
vaccine are recommended:® 


1. New patients 1.0 c.c. of the 400 CCA. 


2. Those who had received 0.1 c.c. intra- 
cutaneously or 1.0 c.c. subcutaneously 
of the 200 CCA unit vaccine and for 
those individuals of high risk (pregnant 
women and persons with chronic cardiac 
and respiratory conditions), a second 
1.0 c.c. subcutaneous injection of 200 
CCA vaccine. 


3. If the 400 CCA unit strength vaccine 
is available, 0.5 c.c. should be given and 
repeated two weeks later. 


4. Children under 5 years of age should 
be given 0.1 c.c. intracutaneously or 
subcutaneously and repeated after one 
to two weeks. 

Children from 5 to 12 years of age, 0.5 
c.c. subcutaneously, repeated after an 
interval of one to two weeks. 

Children over 13 should receive the 
adult dosage. 


5. A new polyvalent influenza vaccine is 
now in production containing: 
Influenza A Asian strain 200 CCA 


A’ 100 CCA 
A 100 CCA 
B 100 CCA 


This vaccine is more effective. It is given 
1.0 c.c. subcutaneously and repeated in two 
weeks. The vaccine should not be given to 
individuals who have a history of allergy 
to eggs. The reactions encountered other- 
wise are minimal and occur during the first 
24 hours after administration. 


VIRAL DIAGNOSIS OF ASIAN INFLUENZA 


The etiologic diagnosis of influenza de- 
pends on virus isolations or antigenic find- 
ings” since many other infectious agents 
produce clinical syndromes similar to in- 
fluenza. The laboratory methods in identi- 
fying viruses at the present time are: 
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Electron microscope 
Tissue culture in cells from monkey 
kidney, HeLa, or human embryonated 
Hemagglutination-inhibitation by an- 
tibodies 
Antibody neutralization of tissue cul- 
tures 

5. Complement fixation 

6. Cultivation of viruses in fertile eggs 


An early (24-48 hour) specific diagnosis 
of influenza or any other viral infection is 
imperative in our everyday medical prac- 
tice, in the home and in the hospital. It is 
important for us to know early in the 
course of the disease whether we are deal- 
ing with a virus or a bacterial infection. 
Even though a specific antibiotic agent may 
not be available today, it may become avail- 
able tomorrow. On the other hand, it is of 
the utmost importance to the patient to 
treat his bacterial infection energetically 
with the indicated antibiotics, whereas, the 
viral infection requires more conservative 
therapy. 


Improved techniques in growing viruses’ 
in tissue cultures have made possible the 
early isolation of previously unknown vi- 
ruses from human upper respiratory pass- 
ages and the intestinal tract. The perform- 
ance of various serological tests for anti- 
bodies in paired sera from cases have sim- 
plified procedures for further placing these 
viruses into their specific type. Thus, polio- 
myelitis, Coxsackie, herpes simplex, in- 
fluenza, mumps, measles, varicella, adeno- 
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virus or ECHO viruses are identified. Many 
of these viruses produce typical cytopatho- 
genic changes in the tissue cultures within 
15 to 24 hours, and a virologist is able to 
identify the viral infections group by sim- 
ply placing the test tube containing the 
cultured tissue cells under the microscope 
for examination. With such simple methods 
of identifying viruses, we can easily deter- 
mine, for example, whether aseptic menin- 
gitis is caused by Coxsackie, ECHO, or 
non-paralytic poliomyelitis viruses. 


In a previous communication,'” we point- 
ed out that as physicians of Delaware, we 
have thus far been deprived of early viro- 
logical diagnoses in our patients. Now is 
the time to emphasize to all concerned that 
viruses are here to stay and that the most 
advanced diagnostic laboratory facilities in 
this field should be made available to our 
patients. 
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CHRONIC MYELOID LEUKEMIA: DIAGNOSIS 


AND TREATMENT 


JAMES M. Horrorp, M.D.* 


The following case presents an interest- 
ing problem in the differential diagnosis 
between chronic myeloid leukemia, myelo- 
phthistic anemia, and leukemoid reaction. 
While the diagnosis is simple upon review- 
ing the data, it actually was not made until 
the final bone marrow biopsy was obtained. 


CASE REPORT 


The patient was a 72 year old white 
woman who complained of soreness in the 
low back with radiation into each buttock; 
this had been present for one year prior to 
admission. One week before admission the 
tenderness on the left side had increased 
and was aggravated by walking. She also 
complained of weakness, dyspnea, edema of 
the legs, and heaviness of the abdomen. 


The patient had been admitted to this 
hospital in 1949, at which time a vaginal 
hysterectomy and posterior colporrhaphy 
were done. She was readmitted in 1954 be- 
cause of coronary thrombosis and hyper- 
tensive cardiovascular disease. Review of 
the old records did not reveal any evidence 
of an enlarged abdominal organ during 
those years. 


There were no significant family illnesses. 
She came to the hospital from a home for 
the aged, where she had been living a com- 
fortable existence, maintaining an optimis- 
tic and happy outlook. 


Physical examination: The pulse was 
approximately 120 and irregular due to 
auricular fibrillation. There were a few 
small discreet nodes in the left supraclavic- 
ular region. The breath sounds were dis- 
tant and there were coarse and fine rales 
over both lung fields posteriorly, especially 


‘ Assistant, Department of Medicine, St. Francis Hospital, 
Wilmington, Delaware. 


at the bases. The heart sounds were dis- 
tant and the apex beat was almost to the 
anterior axillary line. There was a grade 1 
systolic murmur. The liver edge was sharp, 
smooth and non-tender and was located 
halfway between the costal margin and the 
iliac crest. The spleen was enlarged to the 
midline below the umbilicus; it was firm, 
smooth and non-tender. Pelvic and rectal 
examinations were negative; the uterus was 
absent. There was 3> pitting edema of 
the ankles and sacrum. 


Laboratory studies: 
Admission blood count—(11-20-57) 
Hb.—58 % 
Red blood cells—3,010,000 
White blood cells—67,300 


Neutrophiles ............ 54Q 
28% 
Eosinophils ............. 2% 
Lymphocytes ............ 5% 
Myelocytes ............. 4% 
Metamyelocytes ......... 
Normoblasts ............ 2% 
12-4-57 Reticulocytes—1.2% 
Platelets 238.26 in 1000 
12-9-57  Hb.—64% 


Hematocrit—38 
Reticulocytes—3.2% 
White blood cells—61,400 


Mazzini test—negative. Feasting (2 hour 
p.c.) blood glucose—115 mg.%. Blood urea 
nitrogen—12.5 mg.%. Urinalysis—negative 
except for trace of albumin. Direct Coomb’s 
Test—negative. Indirect van de Bergh— 
0.8 mg.%. Total protein—5.2 Gm.%. Al- 
bumin—3.9 Gm.%. Globulin—1.3 Gm.%. 
Alkaline phosphatase—6.6 Bodansky units. 
Prothrombin time—81.9%. 


Electrocardiogram—auricular fibrillation 
with premature ventricular complexes. 
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X-ray studies: 


Chest—cardiac enlargement, left ventric- 
ular; arterio-sclerosis of aorta; pulmonary 
congestion. 


Upper gastrointestinal series—normal ex- 
cept two duodenal diverticulli. 


Barium enema — diverticulosis; down- 
ward displacement of splenic flexure of 
colon by mass in left upper abdominal 
quadrant. 


Intravenous urogram—poor renal func- 
tion. 


Sternal bone marrow aspiration (11-30- 
57)—scanty specimen; reduced cellularity, 
chiefly myeloid elements; few nucleated red 
cells; many platelets. 


Bone marrow biopsy § (12-19-57) — 


marked hyperplasia; no fat spaces; most 
cells of myeloid series; goodly number of 
red cell elements and megakaryocytes. Im- 
pression: Chronic myeloid leukemia. 


DISCUSSION 


The initial bone marrow aspiration 
showed a relative hypoplasia of the granu- 
locytic series. The diagnosis of a myelo- 
phthisic anemia had apparently been made. 
As can be seen, this points out the limita- 
tions of a single bone marrow aspiration. A 
myelophthisic anemia is one in which the 
bone marrow is hypoplastic, fibrotic, or 
sclerotic. There is a striking splenomegaly. 
There are immature white and red blood 
cells in the peripheral smear, and there is 
myeloid metaplasia of the spleen and liver. 


A myelophthisic anemia may be caused 
by metastatic carcinoma in the bone mar- 
row, multiple myeloma, myelofibrosis, ““mar- 
ble-bone” disease or osteopetrosis, Hodg- 
kin’s disease, Gaucher’s disease, Niemann- 
Pick’s disease, Schuller-Christian’s disease, 
osteitis deformans, osteitis fibrosa cystica, 
osteomalacia, osteogenesis imperfecta cysti- 
ca, poisoning by fluorine, phosphorus, estro- 
gens, charcoal, anterior pituitary extract, 
parathyroid extract, and irradiated er- 
gosterol.' 


With the presumptive diagnosis of a 
myelophthisic anemia in mind, treatment 
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was discussed. Radioactive phosphorus, 
P32, which is incorporated into the nucleo- 
protein of cells, inhibits the growth of cells 
which are multiplying at the fastest rate. 
In cases of leukemia, this therapeutic agent 
is found concentrated in the liver, spleen, 
kidneys, and bone marrow.’ It seemed 
logical to assume that the agent would in- 
terfere with the extramedullary hema- 
topoiesis in the liver and spleen, and thus 
thwart the body’s attempt to maintain a 
normal red blood cell count. 


Radioactive phosphorus is in reality a 
form of radiation treatment. Hickling” re- 
ported nine patients with myelosclerosis, 
seven of whom had x-ray treatment. Of 
these seven, two patients received no bene- 
fit. These two patients had not initially 
had an increase of the white blood count. 
The remaining five patients benefited from 
x-ray treatment. All five had an increase 
in the circulating white blood cell count 
from 20,000 to 70,000 before x-ray. The 
spleen usually decreased in size following 
these treatments. 


Hickling also reported that he had found 
in the literature 14 cases who had had 
splenectomy. Four of these patients died 
within three months, and four died between 
ten months and six and one half years. Of 
the six who survived splenectomy, two lived 
a short time, and four lived one to five 
years. There was no striking improvement 
in any of the patients who had received 
splenectomy, except one who was reported 
alive several months after the operation and 
who did not require the frequent transfu- 
sions he had prior to operation. 


Videbaek’ mentions that patients with 
marked leukocytosis and numerous imma- 
ture leukocytes in the blood are believed to 
respond to x-irradiation of the spleen de- 
spite the osteomyelofibrosis. He mentions 
the common features of cases where splen- 
ectomy has had favorable effects. These 
features are slight leukocytosis, small num- 
bers of immature myeloid cells in the 
peripheral blood, pronounced thrombocyto- 
penia, and chronic splenic hemolysis. He 
mentions that Loeb, in 1953, splenectom- 
ized two patients successfully. In Loeb’s 
opinion, a favorable response to cortisone 
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treatment indicates the need for splen- 
ectomy. Loeb states that thrombocyto- 
penia and hemolysis in myelofibrosis are op- 
erative indications. 


Videbaek reported three patients. The 
first had a thrombocytopenia and myelo- 
fibrosis. This patient improved decisively 
with splenectomy and had been maintained 
two years after operation. The second pa- 
tient had a reticulosis of the bone marrow 
and anemia. This patient did well, but de- 
veloped chronic lymphogenous leukemia. 
Patient number three was initially thought 
to have chronic myelogenous leukemia, but 
later a diagnosis of myelosclerosis was 
made. The patient was treated initially with 
Myleran and maintained for two years. The 
spleen decreased to normal size. 


The bone marrow biopsy which was final- 
ly obtained suggested the diagnosis of 
chronic myelogenous leukemia in the pres- 
ent case. 


A leukemoid blood picture was ruled out 
on the basis of exclusion, as can be seen 
from the accompanying data. The differen- 
tiation between leukemoid reactions and 
true leukemia is often extremely difficult. 


Leukemoid reactions have been observed 
in association with infections: bacterial, 
spirochetal, viral, and_ protozoal. In 
pneumonia with empyema, in pneumococcal 
endocarditis, meningococcal meningitis, and 
diphtheria, white blood counts of approxi- 
mately 70,000 have been recorded. Bubonic 
plague and septicemia have produced white 
counts of 100,000. Marked leukocytosis 
and lymphocytosis have been described in 
whooping cough (176,000), chicken-pox 
(81,000), congenital syphilis (105,000), in- 
fectious mononucleosis (63,000), and in- 
fectious lymphocytosis (147,000). 


Tuberculosis has frequently been de- 
scribed as producing a leukemoid blood 
picture, with white blood counts as high 
as 156,000. 


Intoxication produced by eclampsia, 


severe burns, mustard gas poisoning, and 
the use of 33% mercury ointment, have 
produced leukemoid reactions with blood 
counts ranging between 69,000 and 100,000. 
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Malignancy has_ produced leukemoid 
blood pictures without bone metastasis. 
Carcinoma of the colon may show metasta- 
sis to the spleen. Carcinoma of the stomach 
with lymphoid reaction, carcinoma of the 
lung, adrenal and renal carcinoma with 
widespread metastasis may show necrosis. 


Severe hemorrhage and sudden hemolysis 
of blood may produce a leukocytosis of 
106,000. 


In pernicious anemia, a white blood 
count of 69,000 during remission following 
liver therapy has been reported.’ 


In chronic myeloid leukemia, the differ- 
ential count of the bone marrow is similar 
to that of the peripheral blood. The cells 
are at a slightly less mature level than in 
the circulating blood. Some observers have 
described an increased number of mega- 
karyocytes. 


In chronic myeloid leukemia, the blood 
platelets are usually normal or slightly in- 
creased in number. There is usually in 
chronic myeloid leukemia a well marked 
leukocytosis with counts ranging from 
100,000 to 800,000 per cu. mm. A count of 
200,000 to 400,000 is frequently found at 
the time the disease is first discovered. 


Lower counts may be found when the 
disease is more advanced. ' 


It was decided that this patient had 
chronic myeloid leukemia, and the _ ther- 
apeutic agent would be P32, radioactive 
phosphorus. 


SUMMARY 


1. A case of chronic myeloid leukemia 
is presented. 


bo 


The diagnosis and treatment of my- 
elophthisic anemias is discussed. 


3. The importance and difficulty of dif- 
ferentiating leukemoid reactions from 
chronic myeloid leukemia is discussed. 
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THE DOCTOR AND THE TRUST DEPARTMENT* 


RopMAN Warp** 


I have noticed that it is common for a 
member of the medical profession to have 
his home telephone number unlisted or at 
least disguised by being in the name of 
his wife, and that he finds it necessary to 
hide out or leave town in order to enjoy 
a few hours of personal freedom. These 
practices are not usual for people of other 
occupations and are not done without rea- 
son. 


The reason, I believe, is that the doctor 
more than any other professional man and 
very much more than the man in business, 
is subject to frequent, imperative and in- 
terruptive demands upon his time. 


Also it is peculiarly true of the medical 
profession that you cannot multiply the 
number of earning hours in the day, as 
practically every one else can, by the use of 
employees and substitutes and by delega- 
tion to subordinates. Even a lawyer will 
have a junior do his research for him, and 
the hours spent by the junior in digging out 
the law of the problem will be condensed 
into a neat memorandum for his employer’s 
benefit. 


In a manner of speaking, a doctor’s stock 
in trade is his time. Time available for his 
practice is, to him, money in a strict sense. 


By the way, as a group I understand you 
are doing pretty well in spite of this special 
difficulty. I have noticed that the American 
Bar Association has commiserated with its 
members in pointing out that incomes of 
doctors have lately increased at a rate faster 
than have the incomes of lawyers. 


The only non-professional subjects you 
have scheduled for this session of your 
Society—taxes, investments and trust de- 
partments—all would indicate that you 


* Presented at the Annual Meeting, Medical Society of Dela- 
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have successfully converted some of your 
past time into dollars that have stayed with 
you and you feel the need of giving them 
some attention. 


I take it, therefore, that you would be 
interested in how proper attention can be 
given to your accumulated earnings and to 
future accumulations so that they will not 
be lost, will even increase, all at a minimum 
expenditure of the valuable commodity, the 
hours in your day. The availability of this 
kind of service is, I think, the special in- 
terest of the doctor, as doctor, in the trust 
department. 


First I would like to explain something 
of the nature of a trust department, and 
from that, go on and mention its services 
best adapted to meet the demands of your 
special situation. 


A trust cannot exist without the involve- 
ment of something of value. This is held 
— is legally speaking owned — by the 
trustee, but only for the benefit of one or 
more other persons, the beneficiaries. It is 
an old institution which got along for years 
without there being any trust companies. 
However, with the development of the pop- 
ularity of investments in bonds and shares 
of stocks and the increased respectability 
of these forms of property which occurred 
during the last century as a shift from con- 
centration of investment of accumulated 
moneys in real estate, a need developed for 
a professional type of trustee, as opposed 
to the family friend or the attorney who 
had commonly filled the bill up to then. 
The new type of property needed more con- 
tinuous attention. Also it was more sub- 
ject to the risks of dishonesty in the in- 
dividual who, holding legal title to it, some- 
times found it easier to convert to his own 
use than real estate would have been. 


Out of this need, developed the corpora- 


ms 
F 
% 
4 > 
3 
= 
‘ 


May, 1958 


tion as a trustee. From the beginning cor- 
porate trustees were hybrid affairs. They 
were also engaged in banking, as are the 
trust companies in Wilmington, or in the 
life insurance business, as was the Provi- 
dent Life Insurance and Trust Company, 
later split into the Provident Trust Com- 
pany and the Provident Mutual Life In- 
surance Company in Philadelphia. 


For some reason corporate trusteeship 
fared better under the same roof with a 
bank, and now you find an almost but not 
quite complete concentration of corporate 
trust business in this country in banking 
institutions. In England there is a forced 
separation between banking and trust busi- 
ness. 


However, in all well developed and prop- 
erly run banking institutions which engage 
in trust business you will find that the trust 
department is largely a separate entity. 
This is proper because the nature of trust 
business and the laws which govern it are 
as different from the nature of banking 
business and its laws as is green from red. 
For example, it is common and proper that 
the Board of Directors of a trust company 
has its Executive Committee which attends 
to the affairs of its banking department, 
and its Trust Committee which interests 
itself only with the affairs of the trust de- 
partment. The officers and other personnel 
who attend to the business of one depart- 
ment are quite separated from the business 
of the other department. It is even common 
that the trust department investments are 
kept in a completely separate vault under 
controls that are entirely separate from the 
controls over the vault of the banking de- 
partment. 


Because of this split personality which 
has developed in this country, we speak of 
the trust department. If we were in Eng- 
land we would speak of the trustee com- 
pany. 


Very quickly after the development of 
the corporation as trustee, the unique com- 
bination of qualities and facilities which it 
offered were found to be desirable for more 
activities than the strictly fiduciary—that 
is trusteeship, guardianship and executor- 
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ship. The trust department was found also 
to be useful for various forms of agency. 


The first of these qualities is financial 
responsibility. The capital, surplus and un- 
divided profits of the trust institution are 
a fund available to guarantee this, and in 
a company of relatively good size they 
amount to millions of dollars. Banks are 
subject to so many requirements of reports, 
of examination by public agencies, of audits 
and of publication of statements that you 
can rely on this guarantee fund. 


Another of these is that a trust depart- 
ment is at work, full time, in attending to 
the business of its customers. There is no 
question of whether its own affairs should 
be attended to first. It has no business 
other than the business of its customers. 
A well-organized trust department has a 
considerable staff largely made up of people 
who specialize in one facet or another of 
its activities. It has people who are con- 
stantly watching the security markets and 
the prospects of the general economy and 
the economy of individual companies. It 
has real estate men, and tax men, and peo- 
ple whose duty it is to maintain familiarity 
with other kinds of law affecting the busi- 
ness of its customers in which it is engaged. 
The trust department is organized in depth, 
also, so that illness and vacations do not 
interfere with its operation. A trust de- 
partment is also organized in such a way 
that one customer need not, in ordmary 
course, run from one man to another, but 
may limit his contacts to one or two officers 
with whom he becomes familiar and who 
acquire familiarity with his wishes and ob- 
jectives and general situation. 


What are the kinds of services which are 
offered and which may be useful to the 
doctor? I shall start with those in which 
you might be interested for yourself, row, 
as a living person and work into the future. 


The simplest, perhaps, is what is called 
a custody account. This is for the man 
with investments who wants someone to 
hold them for him, to collect the income, 
to watch out for and to notify him when 
any securities are called for payment ar 
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when rights are issued and the like, and to 
keep records for him. The custodian serv- 
ice does not provide recommendations for 
investment changes. I mention it without 
the idea that it would be widely attractive 
to this group. 


One step beyond this, and of a nature 
that should be useful for many a doctor, 
is what is variously called a managing 
agency account, an investment advisory ac- 
count, or simply an agency. This embraces 
all of the services provided in a custody 
account, plus—and it should be a big plus 
for the busy professional—regular invest- 
ment review and recommendation. Such 
an account is not a trust because the in- 
vestments remain yours, completely and in 
all respects, and you retain full control over 
them, but you are provided with the advice 
of investment specialists on which to base 
your decisions. A doctor, whose _ profes- 
sional income is limited by the hours of 
the day available for his practice, obtains 
through such a relationship with the trust 
department, an accurate bookkeeper, a re- 
sponsible custodian, and an _ experienced 
and loyal adviser as to his investments. I 
say “loyal” because a trust department has 
nothing to sell to him except advice, which 
it believes is for his best interests. The 
trust institution does not and must not 
sell to him securities which it owns, or make 
side commissions or secret profits out of 
its business relationships. It maintains it- 
self in an independent position, in a posi- 
tion where its interests do not conflict with 
those of its customers. 


Here, I want to interrupt this catalogue 
of trust department services to comment on 
the nature of the investment advice you 
will get, or perhaps more importantly, to 
point out what you won’t get. Trust in- 
vestment officers are a relatively conserva- 
tive bunch. They are trained in an atmos- 
phere where “speculation” is a dirty word 
insofar as their business is concerned. They 
wll not hold out the promise of quick profit 
through short-term stock market price 
swings. They will not even say to you 
“Here is a stock in a little company just 
started in a new industry which has a good 
chance of really going places. You might 
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increase your money in it by ten times over 
a few years.” 


On the other hand they won't say that 
a government bond is the only safe invest- 
ment. 


They will first ask you what are your 
general objectives as between a high but 
sound rate of income return and less in- 
come but greater hopes for building up 
value over a longish period. They will 
probably ask if part of your fund should 
be kept in backlog investments to meet 
some anticipated need for cash, or to meet 
an emergency which may arise and is not 
provided for otherwise. 


Then, to fit your situation, they may 
suggest part of your funds be in tax-free 
bonds, or quality corporation bonds, or pre- 
ferred stocks, and that the balance—maybe 
all—be put in common stocks of selected, 
well-established corporations where the 
management has proved itself and for which 
the future holds real promise. They will 
recommend a reasonable amount of diversi- 
fication because they will admit they don’t 
pretend to know that ABC Company is go- 
ing to do well, or that XYZ Corporation 
is positively going to do better. 


On what do they base their thinking? 
The situation in my own company is not 
atypical even though we think it is as good 
or better than the next. Of course we sub- 
scribe to standard services that provide in- 
formation and to financial journals that 
include not only news but comment and 
recommendation. Then we pay a good big 
annual fee to an organization that concen- 
trates on study of the future economy of 
different industries and of the country as 
a whole, and also makes investment recom- 
mendations to us, with reasons. When we 
wish, we talk to them about this or that 
problem or situation. 


In addition, our investment officers are 
in touch with the investment officers in the 
larger banks in Philadelphia, New York or 
Boston. They make trips, for example, to 
New York to visit several banks and spend 
a day gathering the consensus of reliable 
and informed opinion, not so much from 
dealers in investments as from others in the 
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same business as is ours. We also maintain 
good relations with a number of brokerage 
houses because quite a few of these have 
extremely capable researchers and analysts 
on their staffs, and provide worthwhile 
ideas. 


These are the sources of the grist for our 
mill, for we must make our own decisions 
affecting our own customers, informed de- 
cisions which are the result of the group 
judgment of our investment officers and 
committees based on information and 
opinion largely gathered elsewhere. 


After the managing agency account in 
the catalogue of trust department services 
suited to doctors, comes the inter vivos or 
living trust and here I can only touch on a 
very complex subject. It has been said that 
the purposes and forms of trusts are “as 
unlimited as the imagination of lawyers.” 


A trust may be established and governed 
by the will of a dead man or by a written 
agreement between a living man and the 
trustee. This latter is the living trust, and 
it is effective during the life of its creator 
and usually continues after his death. The 
creator may keep as much control over it 
as he wishes, or he may completely divest 
himself of any control or even of any in- 
terest in the property which is subject to 
the trust. The trust may be revocable 
that is it may be cancelled at the will of its 
creator—or it may be a permanent and ir- 
revocable disposition. 


As I said earlier, a trustee is, legally 
speaking, the owner of the trust property. 
He is, however, bound not only by the pro- 
visions of the trust agreement or of the 
will in question, but also by an extensive 
and very special body of law in order to 
assure that he manages the trust, not in 
any way for his own benefit but only to the 
advantage of the beneficiaries—the people 
who are intended to benefit by the arrange- 
ment. 


Beyond this law, there is a code of ethics. 
And I quote with some pride what has re- 
cently been written by a justice of the 
Supreme Court of Oregon, which is: ‘I as- 
sert with confidence that the standards of 
ethics which trust officers have adopted and 
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by which they are actually bound are high- 
er than those which bind any other group 
in the business world.”’ 


The living trust is usually adopted—in 
the place of an agency account—in order 
to obtain something more than mere help 
in investments. There are definite tax ad- 
vantages available under some _ circum- 
stances. Through a trust, entirely secret 
arrangements may be made for the benefit 
of others. As I said before, the creator of 
a trust may relieve himself completely of 
what he may consider the nuisance of hav- 
ing to make investment decisions. He may 
have decided that those fellows know a lot 
more about it than he does and that he 
will leave it up to them entirely—for the 
time being at least. 


The agency and the living trust are the 
two pieces of machinery by which the doc- 
tor can obtain from a trust company some 
or even complete relief from having to 
spend his valuable time with the care of 
his investments. 

Through one of these, there may be ob- 
tained useful psychological assistance to- 
ward a successful accumulation program. 
It is very hard to save under current con- 
ditions. Just as a program of paying life 
insurance premiums is a help along these 
lines, the doctor may promise himself and 
tell the trust company that he intends to 
make periodic additions to his trust or 
agency account and find he has put himself 
under sufficient compulsion so that he will 
follow through with his intentions. He may 
find that the slight formality required for 
the withdrawal of money from such an ac- 
count is just enough to make him think 
twice—and not spend it. 


Under my theory that it is typical both 
that the medical man lacks time for man- 
agement of his non-professional affairs and 
that he has income far above the average, 
not unusually with some excess which he 
puts aside or at least wants to put aside 
in investments, it is not illogical to say 
that he will find in the trust department 
of his bank services, in the form of agency 
or living trust facilities, which are suited 
to his peculiar needs. 
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These are of course very far from every 
kind of way in which trust departments 
will serve to the advantage of you and your 
family. You have heard of estate planning. 
Undoubtedly many of you have received 
the benefit of it from one source or another. 
To those and to the others, I would say 
that too often and too much the estate 
planner limits himself to statistics about 
your family, your income and your re- 
sources, puts them down on paper and 
makes rather stereotyped recommendations 
which will result in certain tax savings and 
in a sale of the goods or services which the 
particular estate planner has for sale. There 
is a lot of value even in such a review of 
your affairs. But more value can be had 
if the man you consult will do a little pry- 
ing into the more personal side of your 
family and if you will disclose to him your 
special family worries, the things that make 
your family different from another, so that 
the suggestions can be really tailored to 
you and not simply taken off the shelf as 
size 42, short. 


I am prejudiced, I admit, but I do think 
that you have a somewhat better chance 
of this result if you go to the trust depart- 
ment of your bank for a discussion and for 
suggestions for arrangements you can make 
while you live which will leave things easier 
for your wife and children after you die. I 
know that few people have greater experi- 
ence with human problems, which are some- 
times really serious and at other times not 
so serious as they seem, than does a trust 
officer. I think this tends to make human 
values relatively more important to him 
than they may be to a man in another 
business. 


These human values are important when 
it comes to a discussion about what you 
should say in your will. Technical pro- 
ficiency on the part of the person you con- 
sult with is essential but by itself is not 
enough. 


In any event the trust department offers 
its services, without charge, for discussions 
leading to recommendations, for the man- 
ner in which you may direct the disposition 
of your property at your death in order to 
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preserve as much as possible from erosion 
by taxes and expenses, in order to assure 
that what you leave will do what you want 
it to, and in order to provide whatever de- 
gree of protection you think members of 
your family may need. That is estate plan- 
ning. 


The man in the trust department talks 
to you with a background of experience of 
the kind that counts—of experience gained 
from having seen good plans and bad plans 
in operation over the years. 


I could go on with an argument in favor 
of the bank or trust company as your execu- 
tor. And I could go with some explanation 
of the testementary trust—that is the trust 
which is established under the terms of your 
will—and how taxes can be saved by this 
or that provision. I could talk of the ad- 
vantages of an insurance trust. The sub- 
jects are many and the talking could be 
endless. 


Such things, however, are a little beyond 
my subject as I see it. I have wanted to 
give you some appreciation of what trust 
departments are and how they have devel- 
oped in answer to a public demand for an 
institution of financial reliability and integ- 
rity, equipped with the technical abilities 
required for the successful management of 
invested money in our complex civilization, 
and yet an institution which has the per- 
sonal touch—which will handle your money 
as your money and not as one small part of 
one vast fund. No one knows to what ex- 
tent the collective trust departments of this 
country have been called on for service, and 
no one knows the total of the values in their 
care. The confidentiality of the business 
forbids the collection and publication of 
such figures. We only know in a general 
way that they add up to many billions of 
dollars—which is some indication of how 
successfully this institution is meeting the 
demand that brought it into existence. 


And, more importantly, I have tried to 
suggest that the doctor particularly—the 
man who can’t hire people to do his profes- 
sional work for him—may find in a trust 
department the answer to some of his spe- 
cial problems. 
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Editorials * 


LOVE 


When 450 townspeople gather to honor a 
family doctor, it is obvious that the motive 
is love—their love for the doctor. Less ob- 
vious, but equally important, is the doctor’s 
love for the people; a love demonstrated by 
years of devoted service. 


It is not necessary, however, for a phys- 
iclan to complete 45 years of service before 
being loved by his patients. Recently, dur- 
ing a heavy snowstorm, a young physician 
of Delaware walked quite a distance through 
snowdrifts to see a young child patient even 


after being told by the parents that it 
would be all right to wait until the next 
day when a path would be cleared. 


These are but two examples of the love 
physicians have for their patients; obvi- 
ously, many others act likewise without 
formal recognition. 


Congratulations, Dr. Chipman. We, your 
colleagues, are proud of you and the man- 
ner in which you practice the principles for 
which we all stand. 


PROTECTION FOR THE HIGH SCHOOL ATHLETE 


There have been an unnecessarily high 
number of injuries and deaths resulting 
from high school sports; to curb this rate is 
a community challenge. Physicians can and 
should provide much needed local leader- 
ship by working with school officials, 
coaches, parent-teacher groups and_ the 
dental association to develop adequate 
school health and safety programs for sports 
participants. One practical method is the 
sponsoring of high school sports injury con- 
ferences; this is discussed in a new Ameri- 
can Medical Association pamphlet. The 


purpose of these conferences is to instruct 
coaches, athletic directors and team phys- 
icians on the early recognition of injuries, 
appropriate first aid measures and the 
prompt referral of injured players for medi- 
cal or dental care. Entitled “Protecting the 
Health of the High School Athlete’, the 
booklet was prepared under the auspices of 
the AMA’s Committee on Injury in Sports. 
Further information and copies of the book- 
let may be obtained from the AMA’s Bureau 
of Health Education. 


REACTION TO ANTIBIOTICS 


In 1952 and 1953 the Food and Drug Ad- 
ministration made a survey of reactions to 
antibiotics in 11 cities and found 88 cases 
of anaphylactoid shock, 25 of which were 
fatal. These were all unreported cases and 
the drug involved in each case was penicil- 
lin, the broad spectrum antibiotics appar- 
ently being benign. 


A second survey in 1956 revealed 733 
anaphylactoid reactions of which 72 died, 
approximately 10%. These reactions fol- 
lowed the parenteral use of the drug; there 
were 49 reactions following its oral admin- 
istration, none of which was fatal. 


Study of the author’s data reveals some 
interesting facts. 
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Penicillin is a highly antigenic drug of 
which several hundred tons are prescribed 
annually. With time there will be an in- 
creasing number of allergic reactions. Un- 
fortunately, the size of the dose is unim- 
portant, many patients having been “trig- 
gered” into severe anaphylactoid shock by 
minute amounts of the drug. 


One patient went into shock following the 
use of a syringe contaminated with penicil- 
lin. Another was that of a woman who pre- 
pared a penicillin tablet in a sugar solution 
for her grandchild; she tasted the solution 
to determine whether it was sweet enough 
and quickly went into shock. A third went 
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into shock immediately following applica- 
tion of penicillin ointment to a skin abra- 
sion. These are merely a few of many in- 
stances cited. 


It is the responsibility of the medical pro- 
fession to take seriously this warning and 
to do all things possible to combat this dan- 
ger. The first, and obvious, step is to re- 
evaluate our indications for penicillin ther- 
apy and to use the drug only when there 
exists a definite and valid indication for its 
use. Such a simple step would do much to- 
ward eliminating the occurrence of these 
serious mishaps. 


OPHTHALMOLOGIST - OPTICIAN - OPTOMETRIST 


There is a lawsuit pending in Delaware 
brought by the State Optometric Society 
and the State Board of Optometry against 
a Delaware optician. It might be well at 
this time to get a clear definition of these 
terms — ophthalmologist, optician, and op- 
tometrist. 


An ophthalmologist, sometimes called an 
oculist, is a doctor of medicine who special- 
izes in the care of the eye and all the re- 
lated structures. He diagnoses and treats 
defects of focus, disorders of function, and 
all other diseases of the eye, prescribing 
whatever is required, including glasses. As 
a member of a medical team, he frequently 
is concerned with diseases of other systems 
of the body or general diseases which mani- 
fest themselves in the eye, such as diabetes, 
toxemia of pregnancy, cancer, multiple 
sclerosis, tuberculosis, high blood pressure, 
and heart disease. Ophthalmology is a branch 


of medicine and the ophthalmologist is an 
eye physician and usually an eye surgeon. 


An optician is a skilled technician who 
supplies and fits glasses on the prescription 
of a physician. He is trained to make the 
necessary facial measurements; to make the 
glasses or other appliances; and to adapt 
them to the patient. He supplies glas-es 
or other appliances only on the doctor’s 
authorization. 


An optometrist is a licensed person who 
has met certain legal and educational re- 
quirements and is permitted by the state 
to engage in the practice of optometry. He 
is not a physician or a doctor of medicine. 
He measures the focus of the eye for glasses. 
He is neither qualified nor permitted to use 
drugs for these tests or for any other pur- 
pose. He is not qualified or permitted to 
diagnose or treat disease of the eye. He may 
supply glasses on his own prescription. By 
law he is a limited practitioner. 
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WILLIAM THOMAS CHIPMAN, M.D. 


On February 24, 1958 about 450 citizens of 
Harrington honored Doctor Chipman after 45 
years of the practice of medicine. The following 
introduction was presented by the Mavor of Har- 
rington, Dr. Hewitt W. Smith, past-President of 
the Medical Society of Delaware, Dr. Chipman’s 
colleague. 


Mr. Chairman, honored guest of the evening, 
distinguished guests at the speakers’ table, ladies 
and gentlemen: 


When your program chairman, Mrs. Niemish, 
called me and asked me to make an address of 
welcome at this testimonial dinner tonight, I 
gladly accepted the assignment. I was told that 
I would not be limited in my remarks, nor would 
there be a time limit. 


I am honored by this assignment tonight, be- 
cause it affords me an opportunity to publicly pay 
tribute to my esteemed colleague. I have known 
and worked with Dr. C hipman over the past 241% 
vears, and during that time, I have come to ap- 
preciate his many fine qualities. But I choose not 
tonight to dwell upon complimentary remarks, 
for that is the province of the speaker of the eve- 
ning, but prefer rather to direct vour atte ntion to 
certain aspects of a physician’s life which mirrors 
the sacrifices made by your guest, and which, !n- 
cidentallv. are accepted as a matter-of-fact by the 
public. Having practiced in this community for 
nearly 25 vears, I feel qualified to discuss these 
matters and clothe my remarks with a certain 
aura of authority. 

First. | wonder how many of you realize what 
it means to operate a solo practice on a 24-hour 
basis, seven days a week? To sleep by the tele- 
phone as Dr. Chipman has done for some 45 
vears? To be constantly interrupted at mealtime 
by both telephone and doorbell, to spurn the 40- 
hour week, bankers’ hours. bank holidays, patd 
vacations, and fringe benefits? What, also, does 
it mean to an individual to put the welfare of his 
natients first and relegate his own phvsical wel- 
fare, his social life, his associations with his fam- 
ily, and his spiritual life to a secondary position? 


I remind you, also, of another facet of a phys- 
ician’s life which is as necessary as all the rest, 
and which in turn is not seen, and therefore not 
generally appreciated by the general public. That 
is the matter of post-graduate education. A large 
drug company may average a new product from 
their research departments at the rate of one a 
week, and there are many drug companies. In 
the course of a vear, many thousands of new 
products appear on the market. A physician must 
sift these and apply those which are suitable to 
the needs of his community. It is said that ap- 
proximately 75 per cent of the drugs prescribed 
today were unknown ten vears ago. Specialty 
magazines must be read, new medical books 
studied, hospital staff meetings attended, as well 
as medical meetings at st ited intervals. It has 
been stated that a minister could close his Bible 
and sleep for 100 vears, awake and find the Scrip- 
tures unchanged, and he could preach as effec- 
tively as he did before his long nap. In contrast, 
a physician who would close his books for a 
period of a few months would fall woefully be- 
hind in the continuing parade of new medications 
and therapeutic procedures. All of these activi- 
ties are an added strain on the physician’s time 
and strength. 


Your guest has participated in the Golden Age 
of Medicine. During his vears of practice, he 
has seen and participated in the virtual dis- 
appearance of such scourges as typhoid, smallpox, 
diphtheria syphilis, whooping cough, and more 
recently, poliomyelitis. These diseases are now 
so rare that medical schools have great difficu'ty 
in finding a case to present to the students. While 
not eliminated, the sting has been taken out of 
pneumonia, tuberculosis, staphlococcal and strep- 
tococcal infections, childbearing, and certain types 
of cancer. Your guest has seen the advent of the 
sulfonamides, penicillin, a host of mycin drugs. 
the Salk vaccine, an oral medication for certain 
tvpes of diabetes, the steroids, heart surgery, the 
radio isotopes, the application of electronics to 
therapy, as well as teaching via television. 


He has seen the advent of good roads and mod- 
ern transportation. Gone are the days of parking 
the car on the highway and walking up to the 
farmhouses through mud or snow, lugging the 
necessary equipment and medicati and if at 
night, counting himse!f fortunate if the house- 
holder carried one of his bags and a lantern to 
light the wavy. 


Additionally, Dr. Chipman has seen fit to dis- 
charge his civic responsibilities to the community 
as manifest by his past activities in: the Harring- 
ton Building and Loan Association, Vice-Presi- 
dency of The First National Bank, first President 
of the Harrington Chamber of Commerce. Direc- 
tor of The Kent and Sussex Fair Association. 
Speaker of the House to Representatives—to re- 
cite but a few. 


Let us further take cognizance at this time of 
the service rendered to Harrington and environs 
by Dr. Chipman during the grueling 10 vears 
between 1922 and 1933 when he alone gave 24- 
hour medical service to the community. The fact 
that he is with us today is a remarkable tribute 
to the stamina of the human body, and truly his 
successor will have his tasks appointed in continu- 
ing the noble tradition of “service above self” 
established here in Harrington by Dr. Chipman, 
and will have, literally and actually, a large pair 
of shoes to fill. (1 am informed that Dr. Chipman 
wears size 11's!) 


I feel that I would be amiss at this gathering if 
I did not pay a heartfelt tribute to Mrs. Chipman, 
whose sympathetic understanding, and gracious 
acceptance of the trials, tribulations, and vicissi 
tudes attendant upon the dual operation of a 
household and that of a 24-hour telephone oper- 
ator have been of such esteemable value to Dr. 
Chipman, and without whom his service to the 
community would have been impossible. 


I take this moment, now, in my capacity as 
Mayor of the City of Harrington, to warmly wel- 
come all the friends and neighbors and well-wish- 
ers who have assembled here in this auditorium 
tonight to pay their respects to our first citizen. 
1 am proud to lead off with the opening remarks, 
and I know that the memory of this testimonial 
dinner will long endure in Dr. and Mrs. Chip- 
man’s storehouse of pleasant memories. 


And now, back to the Chairman. ... 


The Chairman then introduced the principal 
speaker of the evening, Herman C. Brown, Esq. 
of Dover, one of Dr. Chipman’s babies. 
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I know of no more happy occasion for me to 
come back to Harrington than the occasion of to- 
night. I wish to congratulate, with all the sin- 
cerity of which I am capable, every person who 
has contributed in any manner to this dinner. 
It is a fete, an occasion and an honor which has 
been long overdue. Certainly I know no more 
worthy a person to be honored by his friends than 
your honored guest this evening, Dr. William 
Thomas Chipman. 


In a way, you know, a testimonial dinner to 
Dr. Chipman was hardly necessary other than to 
make it a formal gesture. A testimonial dinner 
by definition, is one where the friends, associates, 
colleagues, and contemporaries of the person to be 
honored gather, and by the presence and by what 
they say, each gives sincere and heart-felt testi- 
mony to the accomplishments and the greatness 
of the individual to be honored. It is not neces- 
sary to come to this very fine dinner tonight to 
hear such testimony to our honored guest. All 
that is required is that you be present at any 
gathering of persons, whether it be formal or in- 
formal, in the community in which he has lived 
and served his fellow men throughout his long 
career, and the conversation will without fail in- 
clude plaudits to his accomplishments, to his 
character, to his personality, to his professional 
skill and, indeed, to his greatness. If there is 
anything to the old saving that when a person Is 
discussed in his absence that his ears burn, then 
most assuredly, our guest’s ears must burn con- 
stantly. In my lifetime it has never been my 
pleasure to know a man who is more universally 
liked. and, in fact, more universally loved, by his 
community than our guest tonight. History may 
not record his deeds and his accomplishments, 
for they have not been performed for the benefit 
of historians, nor have they been performed for 
the benefit of publicity or to become renowned. 
They have been done for the little people, the 
everyday folk—not the type who write history 
books, not the type who publish newspapers, and 
not the type who, because of their great wealth 
and influence, can cause his name to be recorded 
in the pages of a formal history. Dr. Chipman’s 
popularity has been with the people who needed 
him most; the people who at a given instant, were 
suffering either from their own pain or from the 
pain of having a loved one in distress. It has 
been that need that Dr. Chipman has so admir- 
ably filled, not only by his professional skill, but 
far above and beyond that, by his personality, 
his understanding, and by the tower of strength 
which he personifies, upon which those persons 
could lean at the time a shoulder was necessary. 


I thought tonight that you might possibly like 
to know something about Dr. Chipman’s early 
life and background, for despite the fact that you 
all know him well, you might not have been aware 
of some of these facts. I thought it might be in- 
teresting to all concerned to trace his younger 
days and, indeed, the movements and the great 
number of circumstances that finally brought him 
to our city and to our community. 


Born the eighteenth of January, 1891, he was 
named William Thomas Chipman. Throughout 
his lifetime he has been known by the members 
of his profession as Bill. As a boy his friends 
and school acquaintances referred to him as Tom. 
In my lifetime, I have never heard him referred 
to other than as Doc Chipman. This, incidentally, 
is unusual in itself, since it has been my experi- 
ence that most doctors find being called “Doc”, 
which seems to be their natural nickname, very 
distasteful. His family had its roots in England. 
His grandfather, whose name in fact was Chip- 
penham, came to this country and had three sons. 
One of these three sons settled in Laurel, in a 
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community which eventually was called Chip- 
man’s Mill. It was here that Dr. Chipman, Tom 
Chipman, in fact, as he was known then, was 
born. He lived with his parents in this community 
and graduated from the Laurel Public School. 
Following this he entered a _ private school at 
Baltimore and remained there for one vear. Leav- 
ing his private school work, Dr. Chipman en- 
rolled at the Maryland University Medical School 
in Baltimore and was graduated from there in the 
year 1912. Following his graduation he interned 
at Lancaster, Pennsylvania, for approximately one 
vear. Leaving Lancaster, he moved to the Grace 
Hospital in Detroit, Michigan. He completed his 
interneship at the Grace Hospital in Detroit, and 
went into private practice there. While he was 
there he met and married his first wife. After 
practicing for some short period of time in 
Detroit, his health broke down and he was ad- 
vised by the doctors who attended him to leave 
the city and return to the country. Acting upon 
this advice, he and his family returned to Del- 
aware, and settled down in the town of Felton. 
which was the place of his early beginnings in 
this community. It was there that his oldest 
child, and son, Berlin, was born in 1914. He built 
and lived in the house in Felton which is now the 
Fletcher Nursing Home. His second child. and 
first daughter, Eloise, was born in Felton in 1916. 
His wife desired that they should return to 
Detroit, and his health having improved, in 1919 
he and his family left Felton and returned to 
Detroit. He stayed in Detroit for approximately 
one year. His mother had died in the year 1915. 
and in 1920 his father died. Possibly influenced 
by this, Dr. Chipman returned to Delaware in 
November of 1920, and for the first time came to 
the city of Harrington where he resided on 
Weiner Avenue between what are now the homes 
of Jacob Messner and Abner Hickman, in a house 
presently lived in and owned by Herman Long- 
fellow. He commenced practice in the city of 
Harrington, but his life was not to be as un- 
eventful as he might have hoped practicing in a 
small town in a rural community, such as this 
was at that time. 


In 1921, in June, his wife died. Following 
quickly upon the heels of this, the Milford Emer- 
gency Hospital first opened its doors in July of 
1921, providing for the area for the first time a 
hospital which meant a great deal to the practice 
of medicine in this community, and provided, for 
the first time in the area, operating facilities 
where Dr. Chipman could practice his art of 
surgery for which he became so well known in the 
vears to come. In 1922 the only other doctor in 
Harrington, a Dr. Thompson, left this community, 
and Dr. Chipman was to be, as Dr. Smith has 
previously told you this evening, the only doctor 
a = community from the year 1922 to the year 
1933. 


In the meantime, however, there had been put 
into motion another series of events which were, 
indeed, to have a great effect upon the life of our 
honored guest. A young lady from Salisbury had 
graduated from The Memorial Hospital Nursing 
School in Wilmington in the vear 1918, and on 
the fifteenth day of August of the year 1921, this 
very capable nurse came to the Milford Emer- 
gency Hospital to begin a term of employment 
there. On the next day, August the sixteenth, as 
she was preparing to assist another surgeon in 
an operation at this hospital, this lady was con- 
fronted by a very large man wearing a green 
Norfolk suit, the coat of which he had caught in 
a pump handle and torn the pocket, who looked 
very harried and in a great deal of haste, and 
was, in fact, on his way to Rehoboth to a medical 
association meeting. To describe it, as she de- 
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scribed it to me, he was certainly not dressed in 
a manner to go to a medical association meeting. 
Dr. Chipman has said in later years that the only 
reason she was ever interested in him at all, and 
the only reason that she eventually married him 
and became the Pearl Chipman that we have 
known for so many yvears, was that he looked as 
though he needed someone to take care of him 
and see that he was properly dressed to present 
himself at the various places where his profession 
and his professional standing required him to go. 

Their courtship was a whirlwind affair, as it 
was described to me by Mrs. Chipman. Thev 
courted when their professional duties permitted. 
Both, as all of vou know, were very dedicated 
persons, and the Milford Hospital in its be- 
ginning and its pioneer days required all of the 
skill, the energy and initiative that two persons 
such as Doe and Pearl Chinman could give it. 
Many hardships presented themselves and were 
overcome by their efforts. For example, Mrs. 
Chipman was in charge of the operating room, 
and, at that time, the city of Milford did not 
have daytime electric power. In order to sterilize 
instruments, Mrs. Chipman has told me, it was 
necessary to send the instruments which were 
thought to be required for the next operation by 
dumbwaiter down into the kitchen and then re- 
turned by dumbwaiter to the operating room 
after having been sterilized by water heated in the 
kitchen. However, as time was to prove, they 
were meant for each other, and thev overcame the 
difficulties which they encountered. Mrs. Chip- 
man at that time had only a room in the nurses 
home where she was not permitted to entertain 
dates. Dr. Chipman was still residing in the 
house on Weiner Avenue, but his first wife's 
parents were living with him and acting as honse- 
keepers and assisting in the care of his two chil- 
dren. Therefore, there was no place for them to 
go, and as Doc has often said, the only place they 
had to court was the Ellendale Swamp. Despite, 
however, all the adversities which I have out- 
lined, and with which the courtship was faced 
it was eventually culminated by marriage. And 
subsequent thereto, in 1933, a child was born of 
this marriage, Susan, by name, with whom most 
of vou are familiar. 


Because of his gruff exterior, and his direct 
method of approach, many stories have come 
into existence in regard to our honored guest. 
Most of these stories, I am sure, have been heard 
by most of vou. But I have attempted to pick out 
two or three which I thought were particularly 
good and particularly interesting, that I might 
tell vou this evening in order that those of you 
who might not have heard them should have the 
opportunity to, and in order that those of you 
who have heard them might enjoy hearing them 
retold. 


One of the stories which I have encountered in 
my search for folklore in regard to our honored 
guest goes something like this: It seems that 
there had come into our community a lady who 
had been doing practical nursing work in other 
sections of the country, and upon coming to this 
community to live was in the process of con- 
tinuing in her chosen field of endeavor. In the 
course of this she was attending a patient for 
whom Dr. Chipman was summoned. Upon arrival, 
Dr. Chipman burst into the room with his hat 
and bag in hand in his usual gruff, direct man- 
ner, took one quick, percursory look at the pa- 
tient, who was lying in bed obviously in great 
distress, shook out a handful of pills in an en- 
velope, gave his customary “Now, Honey, take 


one of these just like I wrote on the envelope. 
You'll be all right. You'll feel better tomorrow,’ 
The practical 


and dashed off in a mad haste. 
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nurse was somewhat astonished and overcome by 
what she had seen occur. She dashed out of the 
room into the hal!, chasing after the Doctor, and 
asked him to stop. When she finally had chased 
him to the front door, and had caught up with 
him, she took him to task, telling him that he 
should have made an examination—he_ should 
have taken the temperature of the patient—that 
he should have made some physical examination 
—that he shouldn’t have diagnosed so quickly— 
that he should have exercised, in fact, his bedside 
manner. Having listened to her very patiently 
for all of some forty-five or sixty seconds, Dr. 
Chipman, in the course of going out of the door, 
turned around and said, “Honey, every time you 
go to make a pan of biscuits, you don’t get the 
cook book down to see how to make them, do 
vou?” And without pause or hesitation, shut the 
door and continued on his merry way. 


Sometime later, however, a young, attractive 
and very eligible school teacher came to ye tng 
ton. She is known to many of you, and she. 
fact, still resides in our community. Her name is 
Leona Dickraker. Shortly after she came to this 
community, she was taken ill and Dr. Chipman 
was summoned to her bedside. Apparently deciding 
to take the advice of the practical nurse, who had 
previously taken him to task, Dr. Chipman de- 
cided that this was a point where his bedside 
manner might be exercised to its best advantage. 
Slowing himself down, approaching the situation 
very calmly, he put down his satchel, laid his 
hat and coat aside and sat down on the edge of 
the bed to make a very thorough examination of 
this particular patient. The unfortunate part of 
it all was that in the course of sitting down on 
the edge of the bed, the bed gave way under his 
weight and broke down, depositing both him and 
his patient on the floor. It was probably at this 
point that Dr. Chipman, for all time, gave up any 
practice of bedside manner, as it is known among 
physicians. 

Probably, however, the most often told story 
about Dr. Chipman involved a brush with the 
officers of law enforcement. He has been famous 
for years for his fast driving and his speed when 
on a call and his speed to and from the Milford 
Hospital when his presence was needed for some 
emergency. In the course of driving, as we all 
know him to drive, he has had several encounters 
with the law because of his speed. However, in 
one particular instance he and another person 
very well known in Harrington, whose name is 
Booty Morris, were proceeding down the highway 
bound for some unknown destination which is not 
important in the telling of this story. As usual. 
Doc was exceeding the speed limit. Looking in 
his rear view mirror, he saw that he was being 
pursued by a minion of law enforcement. Turn- 
ing quickly to Booty, and making his usual snap 
decision, he said, “Booty, throw a fit.” Booty, not 
realizing what was happening, looked around 
askance. Doc said, “Hurry up, throw a fit. That 
cop's about to get us.” Booty proceeded in ac 
cordance with Doc’s instructions to throw a fit. 
going through all sorts of gyrations, pushing him 
self down on to the floor of the car and putting 
on quite a display. When the cop drew alongside 
and commenced to berate Dr. Chipman re garding 
his driving, Doc’s re ply was quick, immediate, 
and gruff, as usual. “My God, man, I'm trying 
to get this man to the hospital. Can't you see he’s 
having a fit. Get out of my way and let me go.” 
The cop did, and I think it’s one of the most 
fabulous stories in that collection that can be 
made of stories concerning our honored guest. 


Beginning at approximately 1914, when he was 
living in the town of Felton, and_ continuing 
throughout the period from 1920, when he has 
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resided and practiced in the city of Harrington, 
the name of “Doc Chipman” has become legend 
in this community. Those of you who are here 
tonight, in the main, became acquainted with him 
when adversity was present in your lives, when 
you were sick or ill, or when a loved one was in 
need. He has always been the same. He has 
always been in a hurry. He'll never be other than 
gruff, outwardly at least. His efficiency and pro- 
fessional skill have always been of the highest. 
He has brought a blush to many a young girl's 
face by his quick remarks and ready wit. He has 
always been a friend of those who are in need of 
a friend. But possibly his most important asset 
is the one that is so intangible that it almost de- 
fies description. I refer to his tremendous strength, 
not only physical strength, but strength of per- 
sonality and character on which so many persons. 
and probably most of you, have seen fit to lean 
in time of need. This includes his ability to carry 
the burdens of so many other persons, to listen 
to their trials and their troubles and tribulations: 
to counsel them as well as to tend them when 
they are physically ill. His ability, through the 
use of a very few words, to comfort a person who 
has just lost a loved one: his ability to inspire 
confidence in a patient by his very presence; his 
ability to soothe even a small child who really 
‘annot understand his words, but who senses in- 
stinctively that this is the man who will make the 
hurt better—these are, indeed, the assets required 
for greatness, and these are a part of the makeup 
of Dr. Chipman. His ability to walk into a house 
where a family is gathered because of il!ness 
of one of its members, and the confidence which 
his presence inspires—has ability to walk into a 
sick room and make a patient feel better before 
he has set down his bag—these are the attributes 
of greatness. This is the strength of character, 

the force of personality and the quiet confidence 
which oozes from the man. These are also the 
attributes which would have made him great in 
whatever his chosen field of endeavor might have 
been. Had he been a statesman, more likely his- 
tory would have recorded his acts and deeds, be- 
cause he would have been a great statesman. Had 
he been a general, he would have been a great 
general; again the world would have heard of 
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Tom Chipman. Instead he was a doctor. Not 
only was he a doctor, but he chose to practice in 
this rural community where transportation was 
difficult, and where his size was an asset to the 
pushing of a Model T out of the mud. And also 
where communications were limited, and where 
his prowess and ability could be recognized only 
by those whom he served. That is the reason 
that it is time that his friends, his patients, his 
associates should gather here tonight to pay trib- 
ute to this man who has given so much of his 
life, his energies, his strength and his skill to this 
community, to its individual members and to 
those of you who are gathered here tonight. The 
fact that he has so chosen to lead a more anony- 
mous life in a rural community only magnifies, 
in my estimation, the greatness of the man of 
which I have already spoken. 


Let it suffice to say that a speaker could spend 
the entire evening extolling his virtues without 
running the risk of being repetitious. Many indi- 
vidual cases and situations could be pointed out. 
You could be told of his many accomplishments 
in civic and political fields, which the other speak- 
ers have covered this evening. I would like to 
conclude what I have to say about Dr. Chipman 
in this manner. I would like to say that in 1920, 
by a simple decision to return to the city of Har- 
rington to establish a practice, it was the world’s 
loss and Harrington’s gain. It was the addition 
to this community of a man who has given more 
of himself to the community than anyone who 
has resided here in this same period or, in fact, 
in any period. I think that though it be an or- 
dinary phrase and could not be considered elo- 
quent, that there is only one way which, speak- 
ing for the community, I can express our appre- 
ciation to you, Dr. Chipman. I can only say, 
“Thank you.” I do say this from the bottom of 
mv heart. and in so doing, I speak for all those 
assembled here. I would like to say further that 
the standing ovation and the applause which you 
are about to hear is neither for this speaker nor 
for any alleged eloquence of his delivery. The 
applause which you are about to hear, Dr. Chip- 
man, is the method by which these persons, these 
frie nds of yours, gathered here, are also saving, 
“Thank you, Dr. Chipman.” 


= 
Get 
Neh 
oy 
i 
= 


May, 1958 


DELAWARE STATE MEDICAL JOURNAL 147 


What is the Difference Between 
THE WORLD MEDICAL ASSOCIATION 


and 
THE WORLD HEALTH ORGANIZATION ? 


THE WORLD MEDICAL 
ASSOCIATION 


1. WMA is an organization of national 
medical associations. The unit of member- 
ship is the most representative national 
medical association in each country. It is 
completely non-governmental. It is not 
part of the U.N. It is a voluntary organiza- 
ation. 


2. WMA represents the practicing med- 
ical profession. 


3. WMA was organized in 1947 by AMA 
representatives and Western European 
medical leaders. Purpose was to exchange 
medical knowledge, to protect the freedom 
of medicine, and promote world peace. 


4. Each member association sends two 
delegates, two alternate delegates and ob- 
servers to the General Assemblies — the 
supreme policy making body of WMA. 


5. The executive body of WMA is the 
Council. This meets twice a year and com- 
prises 11 members elected from the Assem- 
bly and the President, President-Elect and 
Treasurer. 


6. WMA is supported by members’ dues 
and contributions and the annual budget 
is about $165,000. 


7. American physicians and _ allied cor- 
porations interested in the work of WMA 


are organized as the United States Com- 
mittee of The World Medical Association. 


THE WORLD HEALTH 
ORGANIZATION 


1. WHO is an intergovernmental health 
agency. The members are the governments 
that accept the nine principles upon which 
WHO is founded. 


2. WHO represents governments in their 
public health and medical activities. 


3. WHO is the result of proposal of U.N. 
in 1945 to create a specialized agency to 
deal with all matters related to health on 
a world-wide scale. 


4. Each member government sends three 
delegates, chosen preferably from the na- 
tional health administration of the govern- 
ment, to the annual World Health Assem- 
bly. 


5. The Executive Board of WHO is the 
executive body and consists of 18 mem- 
bers elected to represent 18 member gov- 
ernments. 


6. WHO is supported by dues allocated 
by the U.N. scale and the budget for 1958 
is $13,000,000. 

7. American citizens interested in the 
work of WHO are organized as the Citi- 
zens’ Committee for the World Health Or- 
eanization. 
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THE AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 


The 36th annual scientific and clinical 
session of the American Congress of Phys- 
ical Medicine and Rehabilitation will be 
held August 24-29, 1958 inclusive, at The 
Bellevue Stratford Hotel, Philadelphia. 


Scientific and clinical sessions will be 
given August 25, 26, 27, 28, and 29. All 
sessions will be open to members of the 
medical profession in good standing with 
the American Medical Association. 


Full information may be obtained by 
writing to the Executive Secretary, Doro- 
thea C. Augustin, American Congress of 
Physical Medicine and Rehabilitation, 30 
North Michigan Avenue, Chicago 2, Illinois. 


Professional people who are called upon 
to investigate and report on fluoridation, 
will now find a package library of author- 
itative reference material available to them 
at the library at the Academy of Medicine 


"LOOK WHAT I LEARU'ED IN SCHOOL TODAY, DAD!" 


in Wilmington, or will be able to borrow 
the material, on a “loan basis’, from the 
State Department of Health. 


Among other items, the package library 
presently contains reports from the Na- 
tional Research Council, and technical pa- 
pers on the “Medical Aspects of Excessive 
Fluoride in a Water Supply”, the ‘Non- 
dental Physiological Effects of Trace Quan- 
tities of Fluorine’, and “Urinary Fluoride 
Levels Associated with Use of Fluoridated 
Waters”. 


The “loan” copy of the package library 
can be borrowed for a period of one week, 
by writing to 


Miss Margaret H. Jeffreys, Director 
Division of Oral Hygiene 
State Board of Health 


Dover, Delaware 


"IT'S THE ONLY WAY HE CAN GET A WORD IN EDGEWISE AROUND HERE!" 
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CONFIRMED THERAPEUTIC UTILITY 


Pro-Banthine® “proved almost invariably 
effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 


inhibiting gastrointestinal motility. 


*“Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.’””* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


99 * 


of Pro-Banthine in the treatment of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
Banthine is one tablet (15 mg.) with meals 
and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Lichstein, J.; Morehouse, M.G.,and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 
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See anybody here you know, Doctor? 


I’m just too much 


I’m too little 


I’m simply two 


And I’m getting brittle 


With my anemia, 
Pll never make it up 
that high 


‘S for sound obesity management 


AMPLUS”* 


dextro-amphetamine plus vitamins 
and minerals 


STIMAVITE” 


stimulates appetite and growth 
vitamins B,, By, By, C and L-lysine 


OBRON’* 


a nutritional buildup for the OB patient 


OBRON’* 
HEMATINIC 


when anemia complicates pregnancy 


NEOBON” 


5-factor geriatric formula rt 
hormonal, hematinic and 
nutritional support 


ROETINIC* 


one capsule a day, for all treatable anemias 


HEPTUNA’® PLUS 


when more than a hematinic is indicated 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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(CHLOROTHIAZIDE) 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 


@ The only orally effective nonmercurial agent 
with diuretic activity equivalent to that of the 
parenteral mercurials. 


e Excellent for initiating diuresis and maintaining 
the edema-free state for prolonged periods. 


@ Promotes balanced excretion of sodium and 
chloride—without acidosis. 


Any indication for diuresis is an in- 
dication for 'DIURIL’: 


Congestive heart failure of all degrees of severity; 
premenstrual syndrome (edema); edema and toxe- 
mia of pregnancy; renal edema—nephrosis; ne- 
phritis; cirrhosis with ascites; drug-induced edema. 
May be of value to relieve fluid retention compli- 
cating obesity. 

SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide); bottles of 100 and 1,000. 


'DIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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INITIATE 'DIURIL' THERAPY 
'DIURIL' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 
The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is ad- 
justed as indicated by patient response. If the 
patient is established on a ganglionic blocking 
agent (e.g., 'INVERSINE') this should be con- 
tinued, but the total daily dose should be zmme- 
diately reduced by 25 to 50 per cent. This will 
reduce the serious side effects often observed with 
ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 
The patient must be frequently observed and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 


BENEFITS: 
e improves and simplifies the management of hypertension 
# markedly enhances the effects of antihypertensive agents 


e reduces dosage requirements for other antihypertensive 
agents—often below the level of distressing side effects 


e smooths out blood pressure fluctuations 
INDICATIONS: management of hypertension 


an 


Smooth, more trouble-free manage- 
ment of hypertension with 'DIURIL’ 
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diagnosis: hypertension, moderate to severe 


prescribed: Raup rote : 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


owering of-blodd pressure is imperative 


WRaywolfia Serpentina's gradual tranquilizing and pro- 
4 longed hypotensive effect combines with faster-acting, 
more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
and without deranging those mechanisms which control 
blood distribution and which normally prevent postural 
hy potension. 
Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensves . . . with a minimum 
of side effects. 


Supplied: in botties of 100 and 1000 tablets, each containing 50 mg. Rauwolfia 
Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


(aud) THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS *Trade Mark 
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research discover 


OBAXIN—a n formulation — pro 
vides sustained relaxation f skeletal muscle spasm, 
without impairment of muscle strength or normal neuro- 


METHOCARBAMOL ‘ROBINS’, 
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NOW...A NEW TREATMENT 


for AVI 


‘Cardilate’ tablets “~’ shaped for easy retention 
in the buccal pouch 


*,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*"Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Percentage reduction of 
excess serum cholesterol 
(over 150 mg. percent) 
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Lilly 


QUALITY / RESEARCH / INTEGRITY 


Percentage of patients experiencing 
various degrees of decline in excess teas 4 
serum cholesterol 


Less than 20% 


More than 40% 


... without the necessity of dietary restrictions 


‘Cytellin’ provides the most rational 
and practical therapy available. 
Without any dietary adjustments, 
it lowers elevated serum cholesterol 
concentrations in most patients. 

In a number of studies, every 
patient who co-operated obtained 
good results from ‘Cytellin’ ther- 
apy. On the average, a 34 percent 
reduction of excess serum choles- 


*'Cytellin' (Sitosterols, Lilly) 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, 


terol (over 150 mg. percent), has 
been experienced. / 

In addition to lowering’ hyper- ™. 
cholesteremia, ‘Cytellin/ has been 
reported to effect redyétions in C _P* 
ratio, S-10-100 an 
proteins, “‘atherogeni@imdex,’ 
lipoproteins, apd total Tipids- 
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Monilial overgrowth 
is a factor 


Combines ACHROMYCIN V with NYSTATIN 


SUPPLIED: 
CAPSULES contain 250 mg. tetracycline HC! ACHROSTATIN V combines ACHROMYCINT V 


equivalent (phosphate-buffered) and 250,000 ...the new rapid-acting oral form of ACHROMYCINT 
(cherry- Tetracycline ...noted for its outstanding 
mint flavored) Each 5 cc. teaspoonful contains 
135 effectiveness against more than 50 different infections 
phate-buffered) and 125,000 units Nystatin. ...and NysTATIN ...the antifungal specific. 
ACHROSTATIN V provides particularly effective 
th for th tients 
Basic oral dosage (6-7 mg. per lb. body weight y 
per Gay) in the average adult is 4 capsules or to monilial overgrowth during a protracted course 


8 tsp. of AcHRrostaTIN V per day, equivalent - of antibiotic treatment. 
to 1 Gm. of AcHromycimn V. 


“ 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
*T tReg. U. S. Pat. Off. 
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*Tests in a series of 25 patients show that 
there is “a definite and distinct lowering 
[of both volume of secretions and of free 
hydrochloric acid] in the majority of 
patients. ... No patients had shown any 
increase in gastric secretions following ad- 


ministration of the drug.’”? 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


1. ATARAX suppresses gastric secretions; 
others commonly increase acidity. 

2. ATARAX is “the safest of the mild tran- 
quilizers."* (No parkinsonian effect 
or blood dyscrasias ever reported.) 

3. It is effective in 9 of every 10 tense 
and anxious patients. 

4. Five dosage forms give you maximum 
flexibility. 


supplied: 10, 25 and 100 mg. tablets, bottles of 
100. Syrup, pint bottles. Parenteral Solution, 
10 cc. multiple-dose vials. 


references: 1. Strub, I. H.: Personal commu- 
nication. 2. Ayd, F. J., Jr.: presented at Ohio 
Assembly of General Practice, 7th Annual 
Scientific Assembly, Columbus, September 18- 
19, 1957. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem — well 
documented in a growing body of literature. 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA Of CO-HYDELTRA. 


provide all the benefits 
of “Predni-steroid” therapy — 
® plus positive antacid protection 


. against gastric distress 
multiple compressed tablets 


2.5 mg. or 5.0 mg. of prednisone | 
or prednisolone, plus 300 mg. of | 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
® cate, in bottles of 30, 100, 500. | 

PREDNISOLONE BUFFERED — 


MERCK SHARP & DOHME vision of MERCK & CO., INC, Philadelphia 1, Pa. “Oo 
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PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 
far excelled... results with the many 
measures usually advocated.’’! 

pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 

For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 

1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 

nonalkaline 

antibacterial 

detergent— LABORATORIES 
nonirritating, New York 18, N.Y. 

Contains 3% 

hexachlorophene. 


ALL PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 


Since 1902 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 
J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 


87 Years of Dependable Service 


Phone Wilmington OL 8-6471 


If it’s insurable we can insure it 
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LYSINE-VITAMINS 


CORRECTS 
DEFICIENCY 
AS IT 
STIMULATES 
APPETITE 


DELICIOUS CHERRY FLAVOR 
DESIGNED TO APPEAL 10 


¥ 


BOTH CHILDREN AND ADULTS 
i Supplies essential Iron as ferric pyrophos- Phe 
i phate, highly stable, well-tolerated, readily = 
absorbed; essential vitamins By, Bg and 
established as appetite stimulants; essential 
Fe |-Lysine for greater protein economy in the = 
pediatric diet. 
INCREMIN Syrup 
FORMULA: Each teaspoonful (5 cc.) contains: 
Ferric Pyrophosphate (Soluble). ... 250mg. 


Iron (as Ferric Pyrophosphate) . ... 30mg. 
Thiamine Mononitrate(Bi}). . . ee eee eee eee LOM. 
Pyridoxine HCi (Bg) . eee 5 mg. 


®REG. U. S. PAT. OFF. = 
LEDERLE LABORATORIES DIVISION foe 


4 
Bis 
iy 
3 
4 
¥ 
a 4 
‘a 
‘ 
< 
5 
Ls 
x 
: 
pe 
23 
~, 
Availabie in bottles of 4 fi. oz. 
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PERFORMANCE WITH 
GREATER PERMANENCE. 
IN THE MANAGEMENT | 
OF DERMATOSES... 

_ (Regardiess of Previous 

Contirmed by 

an impressive and 
growing body of published 
clinical investigations | 


TARCORTIN.. 


Hydrocortisone 0.5% and Special Tar Extract 
ina stainiess vanishing c 


any 


NEO TARCORTIN... 


rocortisone 0.5%, Neomycin 0.35% (as Sulfate) and paeeine 
Tar Extract S% (TARBONIS) in on ointment dase. 


J.A.M.A. 166:158,1958; Welsh,A.L. and Ede,M. 
om yemIke) ” .Clyman, S. G.: Postgrad. Med. 21:309, 1957. 
od pt POTEEPECOnS of . -- acute phases. 2. Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 
with TARCORTIN 3. Abrams, B. P, and Shaw, C.: Clin. Med. 3 :839, 1956. 
io S 50 :837, 1954. 


. Welsh, A. L., and Ede, M.: Ohio State M. J. 
Fu REED &2 CARNRICK / sersey City 6, New Jersey . Bleiberg, J.: Am. Practitioner 8:1404, 1957. 


Doctors, too, like “Premarin 


The reasons are fairly simple. Doctors’ and even after, “Premarin” takes care 

like “Premarin,” in the first place, be- of that, too. 

cause it really relieves the symptoms of Women, of course, like ‘‘Premarin,”’ 

the menopause. It doesn’t just maskthem too, because it quickly relieves their 

— it replaces what the patient lacks — symptoms and gives them a “sense of 

natural estrogen. well-being. 
Furthermore, if the patient is suffer- 


ing from heuideniee, insomnia, and arth- ‘‘p R BK M A R I N?’ 


ritic-like symptoms before the menopause conjugated estrogens (equine) 


Ayerst Laboratories « New York 16, New York * Montreal, Canada 
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"It happened 
at work 
while he 

was putting 
oil in 
something” 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire” 


"He couldn't 
Swing a bat 
without 
hurting” 


"But Doctor 
gave him 
some nice 
pills --and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
ENT AWAY FAST 


FOR PAIN. 


ACTS FASTER... 
_ uSually within 5-15 minutes 


TABLETS 


LASTS LONGER. 
_ usually for 6 hours or more | 


MORE THOROUGH RELIEF.. 


_ RARELY CONSTIPATES... 
excellent for chronic or bedridden 


New “demi” strength permits dosage flexibility to meet _ 


each patient's specific needs. PERCODAN-DEMI provides 
— the PERCODAN formula with one-half the amount of salts: 


of dihydrohydroxycodeinone and homatropine. 


_ AVERAGE ADULT DOSE: 1 tablet every 6 hours. 
_ be habit-forming. Available through all pharmacies. — 


Each Tablet contains 4.50 mg. dihydrohydroxyco- 
deinone hydrochloride, 0.38 mg. dibydrohydroxycodeinane 
38 ephthalate, 


® ENDO LABORATORIES 
Jo Richmond Hill 18, New York | 
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Baynard Optical 
Company 


W e maintain 


prompt city-wide 


Prescription Opticians delivery service 
for prescriptions. 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 


BAYNARD BUILDING MEDICAL CENTER Ferris Rd. & 
Delaware Ave. W. Gilpin Drive 
5th & Market Sts. 1003 Delaware Avenue & Dupont St. Willow Run 


Wilmington, Delaware Dial OL 6-8537 WY 4-3701 


and inflammation 


with BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.’) 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free BUFFERIN tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 
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Relieve moderate or severe pain 
Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


‘TABLOID’ 


*Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Phenobarbital . 
Acetophenetidin .... 
Aspirin ( Acetylsalicylic Acid) . 


Codeine Phosphate ....... 
Acetophenetidin ......... 


Aspirin ( Acetylsalicylic Acid) . 


...from pain of muscle and joint origin, simple headache, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOU 


Acetophenetidin ............... gr.2% 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


...from mild pain complicated by tension and restlessness. 


® 
Acetophenetidin ............... gr.2% 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


*Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC.. Tuckahoe. New York 
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running noses... 


caused by pollen allergies 


TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC, 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa, Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


Triaminic brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.id. because of the 
special timed-release design. 


first—3, to 4 hours of relief 
from the outer layer 


then—3 to 4 move hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HC] 


Pheniramine maleate 
Pyrilamine maleate 


25 mg. 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


*Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or % Triaminic Juvelet. 


iaminic 


SMITH-DORSEY «a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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The American Cancer Society’s annual Spring Crusade is 
the climax of its year-round attack on cancer through 
research, professional and lay education, and service to 
the stricken. A study of the cancer scoreboard indicates 
that steady progress is being made. More and more lives 
are being saved. Progress encourages more progress. 


Earlier diagnosis, new methods of treatment and a 
greater public awareness have contributed to this progress. 
It is often said that the life of the cancer patient is in the 
hands of the first physician he consults. The Society, there- 
fore, conducts a broad professional education program, 
making available to doctors, through literature, films, 


exhibits, and other materials, information on the latest 
advances in detection, diagnosis and treatment. 


As the Society aids the doctor, so does its large corps of 
volunteers aid the cancer patient with dressings, transpor- 
tation, home care, medication and a host of other vitally 
needed services. 


For the past two years, the theme of the Society’s annual 
Crusade has been “Fight Cancer with a Checkup and a 
Check.”’ That Americans everywhere are learning the value 
of the annual health checkup in the fight against cancer, is 
evidenced by the fact that doctors report they are now 
seeing more cancer in its earliest stages than ever before. 


That American men and women have a personal stake 
in the program of the American Cancer Society is demon- 
strated by the public’s generous support of the Crusade. 
This year the goal is $30,000,000 and we are confident that 
our people will meet the challenge... will “fight cancer 
with a checkup and a check” in the encouragement of 
further progress. 


Lowell T. Coggeshall, M.D., President 


American Cancer Society 
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AN AMES CLINIQUICK 
CLINICAL BRIEFS FOR INIQUICK 
Which plasma proteins may be 
hazardous in renal disease? 
The globulins. They are more easily precipitated to form casts with block- 
age of renal tubules. The greater the damage to the glomerull, the greater ae 
the proportion of urinary globulin to albumin and subsequent tubular as 
impairment. 
Source —Hoffman, W. S.: The Biochemistry of Clinical Medicine, Chicago, The Year ae 
Book Publishers, Inc., 1954, p. 233. ‘ 
colorimetric “dip-and-read test 
for proteinuria 
just dip... 
® 
ALBUSTIX Reagent Strips ...and read in mg. % 
for tablet testing— ALBUTEST® Reagent Tablets detect proteinuria with one drop = 
of urine. = 
AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto sess 
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premenstrual tension 


responds very well to Compazine* 


e agitation and apprehension are promptly relieved 
e emotional stability is considerably improved 

e nervous tension and fatigue are greatly reduced 

e appetite and sleep patterns improve 


e depression often disappears 


For prophylaxis: “Compazine’ Spansulet capsules provide all-day or 
all-night relief of anxiety with a single oral dose. Also available: Tablets, 
Ampuls, Multiple dose vials, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


Ay 


